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PREFACE TO THE FIRST EDITION 


The lectures in this book were delivered in the form of 
a systematic course at the London Hospital two years 
ago, and first published serially in the Clinical Journal. 
I have gathered them together at the request of many of 
those who listened to them, and who have been kind 
enough to express a wish to have them in a more convenient 
form for reference. 

The aim and scope of the book are sufficiently indicated 
in the opening paragraphs of the first lecture, but I would 
only say here that it is not intended in any sense to be 
an exliaustive treatise on the diseases of childhood, nor 
to compete with the many admirable text-books of that 
subject already in existence. My object has simply been 
to describe those common diseases of children which are 
not usually dealt with in systematic lectures on medicine, 
and which are apt to receive but little attention in ordinary 
ward teaching. The subject has been approached from a 
purely clinical standpoint, and with but little reference 
to problems of pathology ; on the other hand, questions of 
treatment have been dealt with in some detail. The fact 
that the lectures were delivered from only a few notes 
and have been merely corrected from the stenographer’s 
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report must serve as an excuse for the rather colloquial 
character of the style in places, and for not infrequent 
repetitions. 

The illustrations are, with one or two exceptions, original, 
and have been reproduced from photographs of my own 
cases by lantern-slides of which the lectures were illus- 
trated. 

I am indebted to my friend Mr. Robert Tanner for the 
care he has bestowed on the revision of the proof-sheets, 
and must express also my great obligation to Dr. Eliot 
Creasy, editor of the Clinical Journal, for his permission 
to reproduce the lectures in book form. The index is 
the work of Mr. Hewitt, of the Royal College of Surgeon.s, 

R. H. 


July^ 1904. 


PREFACE TO THE SECOND EDITION 

In preparing a new edition, opportunity has been taken 
to include five new lectures (Nos. II., V., VII., XXII., and 
XXIV.), as well as to revise all the old ones. Several 
fresh illustrations have also been added. The general scoi)o 
and aim of the book, however, are unchanged. 


Qubex Anne Street, W. 
March, 1909. 


R. H. 
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LECTURE I 

THE CLINICAL EXAMINATION OF SICK 
CHILDREN 

Gentlemen, — It will be generally admitted, I think, that 
the study of diseases of children, which will occupy us in 
these lectures, is one which is apt to be neglected in general 
hospitals. One reason for this probably is that adult 
patients are so numerous, and their claims on the staff 
are so pressing, that there is very little time left for special 
teaching in the children’s wards. And also, I think, it 
has its explanation in this further fact, that the teaching 
of general hospitals is, and necessarily must be, directed 
specially to the requirements of qualifying examinations. 
Now it is, in my judgment, at least, unfortunate, though 
I can hardly expect to carry your sympathies in this 
matter, that there is no demand made at the ordinary 
qualifying examinations for a special knowledge of the 
diseases of children, the consequence of which is that many 
men when they qualify know almost nothing of many of 
the commonest ailments of infant life. On going out into 
practice you are not much better informed in many cases 
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than the mother or the nurse as to the diseases which you 
have got to deal with. And yet you will find that in any 
large general practice cliildren make up a great part, 
perhaps the greater part, of your patients, and the serious- 
ness of their diseases will be brought home to you by a study 
of the death-rate, for whereas the adult mortality has 
gone down in the last fifty years by about 4 per 1,000, 
the infantile mortality is as high as ever it was ; and, 
indeed, of every hundred children born fifteen never see 
their first birthday. Now, gentlemen, that is not credit- 
able to our profession, and although T admit that much 
of it is due to social and economic causes for wliich you 
and I are not in any way directly responsible, yet I cannot 
doubt that if all practitioners had the opportunity as 
students of becoming familiar with the treatment of the 
common diseases of infancy, the result woidd be seen in 
an appreciable diminution of our infant mortality. 

I should be sorry, however, if you were to eu'hark upon 
this course of study merely from such utilitarian motives 
as those I have pul forward, because I can promise you 
that on scientific grounds alone, alike ['athological and 
therapeutic, there is no subject which will better repay 
your attention than the study of the diseases of children. 
You will find that pathological processes in children tend, 
if I may use the term, to be pure bred ; they are not 
hybrids produced by a blending of different morbid factors. 
Disease in children also runs a leas complicated c(,)ur8o than 
it does in the adult, and tends to exhibit pathological 
processes in their simplest forms. 

As regards therapeutics, you will find treatment in 
children eminently satisfactory. I am bound to confess 
that when you study the results of the treatment of 
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disease in adults in large iiospitals such as this, you are 
tempted to form a rather low opinion of the potentialities 
of medical therapeutics. Frequent failure is inevitable ; 
it depends largely on the circumstances in which our 
patients in this part of London are placed. But with 
children it is not so ; they respond to treatment in a 
mo3t_ Biirprising, and gratifying fashion. One reason is, 
no doubt, that you can so easily modify your patient’s 
surroundings. A child has not got to work ; you can 
take him away from school for an indefinite number of 
weeks, and no one will object except the schoolmaster or 
the attendance ofi&cer. Moreover, in the case of children 
you are fighting with Nature instead of against her. In 
the case of most of our adult patients they are going 
down the hill, or are about to go down it ; but children 
are going up the hill, and they hnve gre^ reparative 
power to fall back upon, and hence it is that the 
treatment of their diseases is so encoiiraging. All the 
more reason, therefore, that you should know how to 
treat these diseases, for you will often find when you go 
into practice that the life of the child is literally in your 
hands, and that a mistake at a critical moment may be 
really a matter of life and death. 

Now, it has always been the boast of this hospital that 
whatever it may do or leave undone, at all events it ofiers 
students unrivalled opportunity of fitting themselves for 
practice. But although this is true, and although we 
treat here a much larger number of sick children than any 
other general hospital, there has not hitherto been given 
here, any more than at any of the other Metropolitan 
Schools, systematic instruction in the special diseases of 
childhood. That gap in your training I should consider 

1—2 
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it a privilege to be able to fill, and I Lave therefore invited 
jrou to meet me here, by the consent and with the encour- 
agement of my colleagues, in order that we may consider 
together, briefly and practically, the nature and treatment 
of those diseases which are peculiar to early life. 

I may now turn, gentlemen, to the subject of the first 
lecture of this course — the mettiods of ezamlninsT 
dlildreu clinically. I must ask you to bear with me if you 
find this not extremely interesting, but it is an unavoidable 
preliminary, for the methods of examining and handling 
a sick child do not come to you by intuition. It was 
pointed out by Dr. Charles West, who was one of the 
pioneers in this subject, that the man who starts for the 
first time to study the diseases of children is like a traveller 
in a foreign country ; he hears a strange langiiago spoken 
which he does not understand. At all events, if the 
language is not absolutely strange, it is spoken with a 
foreign accent, for the physical signs of disease are often 
different in children to what they are in grown-up pcojile, 
and so you have to devote special attention to their 
interpretation. 

Begin with the llistory. The child, of course, will 
be unable to tell you anything, or but very little, and 
you have to fall back upon the information supplied by 
the mother or the nurse for a history of the illness. These 
are apt to be loquacious persons, biit it is always worth 
while to listen patiently to all they have to say, for tlicre 
is nobody in such a favourable position to observe small 
changes in health of the child as those who are constantly 
attending to him. Listen attentively, then, to what the 
mother or the nurse has to say as to the mode of onset of 
the iUnesB, and the symptoms which the child exhibits. 
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With what are called ‘ subjective symptoms ’ in children, 
you are not in any way troubled, because there are none. 
Pediatrics is like veterinary work in this, that the patient 
is unable to give you an account of his sufEerings, and you 
are thrown back entirely on your own observation, which, 
of course, makes the necessity for careful examination all 
the greater. With regard to the history, I would say 
that nutrition and heredity play such a large part in the 
diseases of children that you must always make a special 
investigation into these points. You must ask, as regards 
the faniily history, what other children there have been, 
how many of those are living, and how many, if any, are 
dead, and the ages at which they died ; you must inquire 
also about the health of the mother during pregnancy, 
whether the child was carried to term or not, and as to the 
nature of the labour by which the child was ushered into 
the world. All these points have a direct bearing on the 
conclusions which you will draw as to the kind of heredity 
with which your patient is burdened. You will further 
inquire with regard to nutrition, noting the exact mode in 
which the child has been fed, as well as the particular food 
ox foods which are being given now. 

Answers to these questions will clear the ground, and will 
prepare you for proceeding to your physical ezaxulxia- 
tioEl. I need hardly emphasize here the importance 
of gentleness and tact. These things cannot be taught — 
they come naturally to some people — but everybody can 
acquire some degree of them by care and with opportunities 
for practice. Children are difficult to handle : they are 
easily frightened, and they distrust the presence of a 
stranger, and these things add fo the difficulties which you 
will encounter. The methods which you adopt in your 
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examination of children are the usual methods of inspection, 
palpation, percussion, and auscultation. These have not 
the same relative values, however, as in the case of adults. 
Inspection is immeasurably the most important method 
in a child. The next in importance is palpation, next 
auscultation ; percussion we will leave till Jiast. 

You have already, of course, gleaned much information 
by casual observation whilst you have been talking to the 
mother and getting the history. During that time the 
cliild has become accustomed to your presence. You will 
have noticed whether^ he looks seriously ijl, whether he 
is interested in his toys or suripundings, and whether ho 
presents any obvious signs of disease. Having done that 
you have to proceed to more exact Inspection.. For 
that purpose it is important to have the child completely 
stripped. It is well tliat this should be done before you 
come into the room ; it is bad to get a baby to associate 
you in its mind with the taking off of its clothes. The 
next piece of advice I would give you is never to look u 
baby in the face. That, of course, does lioT appl 3 r"fo 
gfbwn-up persons ; we feel inclined to distrust a man 
who does not look us in the face, but the baby distiusts 
th e man who does. There is no .surer way of making 
a baby cry, and therefore of making it far more difficult 
to examine, than by staring it iu the face. 

You should begin your inspection by noting tlie cliihrs 
expression. ?.Tuch lias been written about tlio facie.s of 
disease, and you will find luysterioua lines described as 
coming out on the child’s face when it is ill. 1 ilo not 
think any good purpose would be served if T attempted 
to describe them to you. That is a imdfer wliich you 
must pick up as you have opportunity here, where you will 
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be able to aee the facies of all sorts of diseases in infants, 
and you will get familiar by-and-by with facies of 
abdoniinal disease, with the facies of acute respiratory 
^^ase.j of cerebral disease, and so on. The importance 
of this subject, however, justifies all that has been written 
about it, because the face of the child is a mirror in a way 
in which that of a grown-up person is not. It is a clean 
sheet upon which disease can write ; it is not furrowed over 
with the lines of care and anxiety, nor does it show those 
changes so often to be seen in adults as a result of debauchery 
and bad living. Moreover, the signs of disease in a child 
are not masked by the emotions nor suppressed by the wUl. 

Now, having noted these things, you cast your eye 
down over the child, and you will observe certain 
peciUlaritles of pOiiflgiiratJ,0Klv. which are normal, 
but which the child’s mother may think are abnormal. One 
of these is that a child has a relatively large abdomen. 

" '■"■niiij-1 - — ..p. -V 

You will not be long in practice before babies are brought 
to you by anxious mothers with the complaint that ‘ the 
stomach is getting large.’ I do not say that these mothers 
are not occasionally right, and that the abdomen is not 
pathologically enlarged sometimes, but it is well to note 
that a child’s abdomen is naturally prominent, the main 
reason for which is that the liver is relatively bigge r and 
occupies a consideiable space in the abdoman. 

Another peculiarity is that the chest is very round , 
and it is only after some time that it acquires the oval 
shape which is seen in a well-formed adult. There are 
certain consequences of this round-shaped cheat in 
children which T shall have to point out to you when we 
come to study respiratory disease. Another point to note 
is the relatively large hejtd of the child compared with 
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the trunk. Here, again, anxious mothers come to you 
complaining that the child’s head is getting large, and 
possibly the neighbours have been trying to make her 
believe that the baby has got ‘ water on the brain.’ 
Remember in such an event that a child is about three 
years of age before the head and chest have the same 
relative size as in the adult. Of course, this is easily 
understood when you remember that during those years 
the child’s brain is growing rapidly. 

Other points to notice are the ^aracter of the resphatory 
mov ements — ^whether they are rapid, regular, easy, oj: 
labo ured/. You will also notice whether there is any head 
retraction. You will observe the position of the limbs — 
whether they are held in an easy and natural posture, or 
^pt,rigid^.as they are apt to be when the seat of painful 
disease, such as scurvy. Look also for the signs of rickets, 
which you will quickly learn to recognise when we come 
to speak of that disease. You will, at the same time, 
notice the presence or absence of rashes, which arc so 
important a diagnostic sign in the diseases of infancy 

Having run your eye rapidly over the child in this way, 
you come to the next method of examination, namely, 
palipation. The advice used to be given by an old 
teacher of mine that you should always ‘ paw your babies.’ 
That was very sound advice. But I would remind you 
of the importance of a warm hand in doing so. 'rhough 
it is now far back in point of time, I remember .still having 
been handled by a doctor with very cold hands, ami 1 
never forgot it or forgave him. I recommend you to begin 
palpa tion with the head. You do not often palpate the 
head of a grown-up patient, but in the case of a child it 
is very important to do so. First of all go over the anterior 
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fontanelle ; notice whotker it is closed or open, bulging or 
depressed. Tke fontanelle tells you as much in a baby 
as the pulse does in older patients, a depr essed fontanelle 
haying the same significance as a feeble pulse. Notice 
whether there is any sign of softening of the bone, such as 
one finds in cranio-tabes, which is a frequent sign of rickets, 
or syphilis. Observe also whether there is any bossing 
of the head, and whether there are any nodes or lumps 
upon the bones. 

Having studied the head, you can proceed to the trunk, 
passing your hand over the skin, and noticing whether it 
is hot or cold, dry or moist, for the latter is information 
which no thermometer can ever give you. You will also 
notice whether there is beading of the ribs, which is an 
important and early sign of rickets; then feel ior. the 
edge of the liver. You can generally make it out quite 
well a little below the costal margin. The spleen, of 
course, you ought not to be able to feel in health. Lastly, 
I think you should run yoiu' hands over the limbs and 
notice whether there is any tenderness of the legs. Many 
cases of obscure disease in children are to be explained 
by inflammatory affections of the bones, which can only be 
determined by careful palpation. 

We pass next to auscnltartiou. One should perform 
this before per c ussi on iiy childrenj reversing the rule which 
obtains in the case of older patients. Percussion is apt 
to frighten children, and so would make auscultation 
difficult if that were left to the last. In auscultating the 
chest it is best to have the child sitting up ; he should not 
be lying on his face, for the child is likely to have unpleasant 
associations with that position, and also because the 
pressure on the abdoiiicn, if the child is on his face, pushes 
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up the abdominal organs and interferes with the expansion 
of the lungs. So examine the child when sitting up and 
leaning against the mother’s or the nurse’s shoulder. It 
is commonly recommended that you should listen to the 
chests of children without a stethoscope, by putting your 
ear to the back. Certainly by that means you frighten 
the child less than by any other method, but it is open 
to objection in patients who are not very clean. If you 
use a stethoscope it must be a binaural. You have to 
follow the movements of the child as he wriggles about, 
and you cannot do that with a single stethoscope. Further, 
do not have a stethoscope with a metal end - piece ; use 
vulcanite, or something which is warm when put upon the 
skin. It is an advantage to have a short chest-piece, so 
that you can get in between the mother and the child, 
and get round corners without interfering with the child’s 
position. It is also of help to have a reversible chest- 
piece with a narrow end to go into the small spaces between 
the ribs. You may think that the crjdng of the child is a 
great bar to auscultation, and you will find it so as a begin- 
ner ; but by-and-by when you get practice you will rather 
prefer that the child should cry a little, because crying 
insures full expansion of the lungs, and is the equivalent 
in the adult to the taking of ^ deep breath. 

You will be struck at &st by the length of time that a 
child can hold his breath, and you may have to wait for 
quite a long time for another inspiration. This is not a 
sign of disease ; it is merely due to the enormous relative 
vital capacity of the infant chest. There is another 
peculiarity of respiration met with in children who arc the 
subjects of serious respiratory disease which is likely to 
confuse you at first, and which is best described as an 
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inversion of the respiratory rhythm- You and I, when we 
breathe, first fill the chest, then empty it, and then stop 
for a naoment ; that is to say, the ordinary rhyt hm is 
inspiration, expiration, pause. But you will often notice 
in children in whom respiration is embarrassed that a 
short grunting expiratjon is made, followed by a full 
inspiration, and that by a pause. In other words, the 
ordinary rhythm has become inverted. What the advantage 
of this mode of breathing is it would be hard to say. It 
has been suggested that the result of such breathing must 
be to facilitate free oxidation of the blood, for the pause 
after inspiration means that the lungs are kept full of pure 
air for a much longer period than by the normal method ; 
but it must be confessed that this explanation is not very 
convincing. Such a reversal of the usual mode may be 
possible to the child by reason of the greater plasticity of 
his respiratory apparatus, and by the fact that the 
mechanism of respiration is not so stereotyped as it 
becomes in the adult. At all events, whatever the ex- 
planation may be, you will find the occurrence of this 
inversion of respiration of considerable diagjjostio value in 
many oases. 

There are other points in connection with auscultation 
of the lungs in children which have to be noticed, and one 
of these is the harshness of th e respiratory, sound. This 
is the so-called puerile breathing, and it is so marked and 
constant that, if you hear loud breathing on one side of 
the chest and faint on the other, the loud is probably the 
normal. Towards the right apex, and between the scapulse 
behind, the respiration in the young child is normally not 
only harsh, bub almost bronchial, a pomt which it is well 
to remember if one is to avoid errors of diagnosis. 
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Another noticeable thing is the extreme ease with which 
sounds are conducted in a child’s chest, so that if you hear 
a faint accompaniment on one side it is possible that it is 
really being produced on the other. In the chests of 
children, too, you meet with pathological conditions which 
you do not encounter in grown-up persons ; for example, 
co llaps e of the lung. It is one of the first things to think 
of in considering the abn orma l poun ds in a child’s chest, 
whereas it is one of the last things to consider in the case 
of an adult. 

Passing to the ausciiltation of the heart, I would 
remind you that the blood-pressure in the child is low. 
In a young infant the capacity of the heart is to the cross 
diameter of the arteries as 25 is to 20. At the age of 
puberty the proportion is as 290 is to 61. This means 
that there is a relatively large channel for the blood to 
pass into in the child, and that there is no great obstacle 
opposed to the heart ; hence the low blood-pressure. In 
consequence of this the first sound is louder than the 
second in all the areas, for owing to the low blood-pressure 
the second aortic sound is comparatively feeble. 

There is also a difference in the child between the relative 
loudness of the pulmonary and aortic second sounds at 
the base. In the adult the aortic second sound is accomi ted 
louder than the pulmonary. In the infant that is not the 
case. Below the age of four — and this is based upon the 
investigation of 1,000 cases* — the pulmonary second 
sound is decided^ louder than the aortic. From twenty 
to forty, careful observation shows that the sounds 
are about equal. Above forty the aortic second sound 

* See a iiaper by Miss Sarah Creighton, M.D., in the Medical Record, 
N.Y., 1900, Ivii., p. 45. 
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becomes progressively louder than the pulmonary. This 
means that if you are listening to the heart in a young 
child you are to regard as accentuation of the aortic second 
sound anything which is equal to the pulmonary. 

You will also note that the rhythm of the heart in little 
children is often irregular, and you must not attach any 
importance to that, particularly if the child is asleep. 
Note also the co mpa rative frequency of congenital bruits. 
If you hear a loud murmur below the age of two it is 
almost certainly congenital, because endocarditis hardly 
ever occurs at that age. Hsemic murmms, however, may 
occur below two years. This has been denied by some 
writers, but there can be no doubt of the fact, and such 
murmurs may be mistaken for the results of organic 
disease. 

The study of the pnlSd is of little importance in the 
case of young infants. If you want to count the rate of 
the heart you do it by listening with the stethoscope, and 
if you want to learn anything about the tension of the 
blood you do it by observing the fontanelle. 

Lastly, we come to percussion, and here let me say 
at once that it is not necessary tp use a heavy stroke. 
Do not percuss the chests of little children forcibly. You 
learn more by light percussion, and you do not give the 
child the impression that you are punishing him. It is 
often an advantage to use three fingers, for by that means 
you throw a broad area into vibration. I ask you to 
remember also that you may get certain sounds normally 
in infants which are abnormal in adults, such, for 
example, as the cracked-pot sound. You can often hear 
a distinct cracked-pot sound on percussing the apices of a 
crying child as the air is driven out from the apex of the 
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lung tlirough the mouth. That is due to the groat elasticity 
of the chest-wall of the child, which yields before the 
percussing finger. Be.careful also when you are percussing 
the chest of a child to percuss during the same phase of 
respiration when you are comparing the two sides of the 
chest. You will find that this makes far more difEorence 
in the case of children than it does in grown-up people, 
and I have known forgetfulness of this fact lead to the 
belief that there was dulness, whereas one was only per- 
cussing one lung during inspiration and the other during 
expiration. Sometimes you will detect dulness over the 
manubrium of the sternum in a child, and you must 
remember in such a case the possibility of an hypertrophied 
thymus ox enlarged bronchial glands. 

The investigation of the functions of the nervous 
system in little children is not an easy matter. Motor 
•paralysis you must detect by observing wlicther or not 
the limb or group of muscles which yon believe to be 
affected is made use of voluntarily. You cannot estimate 
the exact degree of paralysis by opposing passive resistance 
to movements as you do in the case of the adult. Kemem- 
ber, however, that a child may not make use of a limb from 
causes other than paralysis, such, for cxani})le, as pain. 
To this psevdo-paralysis, as it is called, I shall iiave occasion 
to refer in another lecture (see p. 265)- 

The sensory funalions you must investigate as best you 
can on the same lines as those on which one proceeds in 
the case of adults, but fortunately sensory paralysis is 
not common in little children. 

The Icme-jerks are best tested in infants by placing the 
sole of the foot on the palm of your hand as on a stirrup, 
whilst with the other hand you tap over the patellar 



NERVOUS SYSTEM 


15 


tendon. The superficial rejlexes are normally rather brisk 
in c hildhood, and remember that it is normal for the sole 
of the foot to give an extensor response up till about the 
time when the child begins to walk. In other words, a 
Babinski reflex is normal throughout infancy. 

EernlgT’S slsrn is one which is often referred to in 
descriptions of nervous disease in childhood. It is best 
elicited by placing the child on his back and keeping 
one leg fully extended whilst the other thigh is flexed to 
a right angle. If the knee on this side cannot now be 
extended beyond one and a half right angles (135°) the 
sign may be regarded as present. I should advise you, 
however, to be very careful about making inferences from 
the presence or absence of this sign. Personally, I 
attach very little importance to it. 

In examining the ftmdllS Of tllO eye in young 
children it is best to use the direct method, kneeling at 
one side of the cot with a lamp on the pillow at the opposite 
side of tlie head. No part of your investigation requires 
greater skill or patience than this, and you must often 
be content with a very fleeting glimpse of the optic disc. 

The ear you will examine in the ordinary way, but it 
is well to remember the shortness of the auditory meatus 
in infancy and the great obliquity of the drum membrane. 

Having carried out these methods of investigation, you 
will look lastly at the ton gne a nd throat . The 
importance of examination of the throat of the child I 
cannot exaggerate, because so many^ diseases of children 
are associated with abnormal conditions of the fauces. 
Here you may have to use some force in order to open the 
child’s mouth. There are many ways of coaxing a child 
to open his mouth, but you may not have any time to waste 
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over him, and may have to proceed to more energetic 
measures. One of the best ways is to push the lower lip 
over the lower incisor teeth, and then to press downwards ; 
in order to take the lip away from the teeth the child will 
open his mouth. Sometimes you may require to hold the 
nose till a gasping breath is taken. You examine the 
throat in the usual way, taking care that you get plenty of 
light, and in many cases you may also require to proceed 
to palpation of the throat ; but that I shall describe when 
speaking of the part played by adenoids in the diseases 
of children. 

Finally, gentlemen, you must not expect to be very 
systematic in examining children. I have spoken as if 
you proceed systematically, but when you come to investi- 
gate a case you have to seize the opportunity of examining 
an organ when it presents itself. When the child is on 
his back you must examine the heart, the anterior aspects 
of the lungs, and the abdomen, and when he is sitting up 
you have to examine the back of the lu'tgs and the spine. 
You have to rvm over everything quickly as opportunity 
offers. 

There are still one or two special points to be mentioned. 
The first is the wei ght aJlcL lielg'llt of the child. I 
cannot impress upon you too strongly the importance of 
weighing babies. In the children’s hospital I have every 
baby weighed before I see it at all. The weight is often 
the only criterion as to whether the infant is improving or 
going back in health. I do not mind what weighing 
apparatus you use, but you must weigh all your children 
so far as you can. I have put into your hands a table 
showing what weight a child should be at different ages, 
and I have here a chart showing the curve of weight for 
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the first year (Dia. 1). There are certain turning-points of 
weight to which I would direct your special attention, and 
which I hope you will be able to remember. A* birth the 
average weight is 7 pounds. At four months old the 
weight is 14 pounds, at eighteen months 21 pounds, at 
six years 42 pounds, at fourteen years 84 pounds. These 
weights, being multiples, can be easily kept in mind. 
Another important point is the cixrculufereiice Of 

MONTHS 



Diagram 1. — WisiuHT Curve of Fiiiar Year. (After Holt.) 


tlie lieiltd. You should remember that the normal is 
13 inches at birth ; at the ninth month it is 17 inches ; 
at one year it is 18 inches ; at five years it has only grown 
another 2 inches. This will show you the enormous rate 
at which the child’s head grows during the first year of 
life — growth which is due to the rapid enlargement of the 
brain. 

In conclusion, there are certain milestones, as 1 may 
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call tkem, in the development of the child to which I 
should like to draw your attention, because they are points 
with which mothers and nurses are familiar, and which 
you will look foolish about if you do not know them. The 
first is the time or age at which Ae child cufs its teetJi. This 
begins at the sixth month. Of course, you will look absurd 
if you ask whether a three-months-old baby has got any 
teeth. All the temporary teeth are present at tb;e, age of 
thre e years. The permanent teeth begin to come at the 
age of six years instead of six months, and by the .ago. of 
twelve all except the wisdom teeth are prese^nt. The 
second milestone is the dqsure of the anterior forUandle, 
which occurs between the eighteenth and twenty-fourth 
mon^s. If it is not closed by the twenty-fourth month 
there is something wrong. The third milestone is asso- 
ciated with the assumption of the erect position. A 
healthy baby will hold up his head at three to four months, 
before this he merely waggles the head about as if trying 
to balance it on the neck. If the child does not hold his 
head up by the age I have mentioned, you should suspect 
some impairment of mental development. The infant 
sits up at from nine to twelve months, and will walk at 
from twelve to eighteen months. He should talk well 
when he is two years old. 

The last thing I want to mention to-day is the 
character of the motions in a child. Alterations in 
the fsBcal evacuations constitute another set of milestones 
in development. Remember that for the first .ciglit weeks 
there should be three to four motions daily. You are 
not to regard this number of motions at such an ago as 
evidence of diarrhoea. Up to this period the motions 
resemble beaten-up eggs in colour and consistence, and 
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they are of somewhat sour but not feculent odour. Look 
specially for cheesy masses of casein in them, for if you 
find these you know that the child is getting more Ttn'Ilr 
than he can properly digest. Up to the end of two years 
from about the eighth month there is an average of two 
motions daily. They become now more brown in colom:, 
more porridgy in consistence, and of a slightly feculent 
odour. After two years of age the motions are well formed 
and feculent. 

In my next lecture I shall deal with some of the com- 
moner ^seases which affect the newly-born child, j 
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SOME DISEASES OP THE NEWLY-BOBN 

Gentlemen, — So soon as a child is born it meets with 
various adverse influences, which may render it the subject 
of disease before it has hardly begxm to live. As many of 
these diseases are capable of being prevented if only one is 
alive to the possibility of their occurrence, I propose to 
devote this lecture to a brief consideration of some of the 
commonest of them, only premising that I shall not attempt 
to deal either with sm'gical ailments or with congenital 
malformations or deformities. 

At the outset it may be well to recall to your recollection 
some of the outstanding physiological peculiarities of the 
newly-born child, some of which render it peculiarly vulner- 
able to the attacks of disease. 

1. For the first few days at least of life the heat-regu- 
latirig mechanism has not got into working order. In con- 
sequence of this, young infants, especially if at all pre^mature, 
suiTer severely from exposure to cold, and chill is a danger 
which must be sedulously guarded against in tlieir case. 
For the same reason, rises of temperature are apfc to occur 
upon slight provocation, and have not as much sigiuficancse 
as they have later on. A alight rise of temporatur© in the 
ftrat three days of life may, indeed, be conaidered as a 
nornaai occurrence. Should the rise bo great (103^ F. or 

20 



ASPHYXIA AND ATELECTASIS 


21 

so), it is to be regarded, in tbe absence of any other ap- 
parent cause, as an indication for the necessity of giving 
food. To this form of pyrexia the term Iua«nitlon 
Pever is sometimes applied, 

2. The substitution of pulmonary for placental respira- 
tion is one of the most important changes incidental to the 
beginning of extra-uterine life. Any hitch in the establish- 
ment of lung-breathing leads, as you know, to the appear- 
ance of asjl^yxlai, the modes of overcoming which you 
learn when studying midwifery. You must remember, 
however, that even although an infant may start to breathe 
with its lungs, it may not use them to their fullest capacity, 
owing to portions of the lungs failing to expand or under- 
going collapse again from feebleness of the respiratory move- 
ments. To this state of things the term Ateleota sis is 
applied. Now, atelectasis may be a serious trouble, and, 
further, it is not easy to recognize. Its physical signs are, 
unfortunately, extremely vague. At the most you are only 
likely to find some impairment of note at the posterior parts 
of . the lungs, with feeble air entry on auscultation, and 
possibly a few fine moist sounds. Sometimes there are no 
definite physical signs at all. You must, therefore, depend 
for your recognition of the condition upon sym ptoms. If 
the infant cries jfeebly, if it is cvanosed . eith er c onstant 
or in recurrii^ attstsks, then you should suspect atelectaaia , 
I have said that atelectasis may be serious, and it is so 
because it may lead to sudden death. I have known this 
happen several times, and it should lead you to be cautious 
in your prognosis. The only way to . treat atelectasis 
is to get the child to cry yigoiQU9ly» und so inflate 
its lungs. There is no better method of doing this than by 
v^qrous spanking, cruel though such treatment may seem. 
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3. I would remind you of the.^oat djistruction_of red 
b]^od-co:^uscles which takes place in the &st few.days pf 
li|e. I shall deal with this process in greater detail in 
another lecture (p. 317), but would only remind you now 
that such destruction of red cells is responsible for the pro- 
duction of Icteras^lieonatoram. This, as you know, 
occurs in about two-thirds of all infants, beginning about 
thre e days after birth, and lasting, as a rule, not more than 
a week or ten days. It is probably brought about in this 
way : The great destruction of red corpuscles liberates so 
much blood pigment that the bile is rendered unduly viscid, 
and stagnates in the bile capillaries, whence some of it is 
reabsorbed into the circulation. This, at least, is one 
possible explanation. Another is that the bile so formed 
does reach the alimentary canal, but some of it is reabsorbed 
and reaches the general circulation by the still patent ductus 
venosus. Which of the explanations is correct does not 
much matter, but it should be noted that there, is no_bile 
pigment in the urine in oases of icterus jieonatorumj ap- 
parently because it is deposited in the tissues, and breaks 
up there. This may be of diagnostic value in distinguish- 
ing icterus neonatorum from other forms of jaundice in 
early life (see p. 363). 

4. The existence of tim stump of the umbilical cord is 
one of the most important facts in the anatomy of the 
newly-born child, and is a constant source of danger, as will 
be shown immediately. Meanwhile I would ask you to 
remember that i^hould fall off vdthin,fi.ve d ays, and that 
the raw surface left should be cicatrized by about eight 
days latOT. 

6. It may be worth while to remind you that Infla-m - 
matiou of the mammgB.is very common in children 
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of both sexes in about the second week of life, and that 
sometimes it may go on to abscess formation (Fig. 1). 

We may now pass on to consider some of the commoner 
diseases which affect the newly-born child, beginning with 

INFECTIVE DISEASES. 

I have already pointed out to you that the existence of 
the unibilical wound is a constant menace to the health 
of the young infant, and i t is through this channel that 
infection usually finds access. Its simplest form is a mere 
local inflammation (omplialitis), which causes a little 
redness and swelling, with slight purulent discharge, but 
without any general symptoms. As a sequel to this 
septic tliroillbosls of the umbilical vessels may occur. 
This is most likely to happen in the case of premature 
infants, in whom closure of the vessels is apt to be slow 
and imperfect. From septic thrombosis it is but a step 
to gene ral s epticaainia, the supervention of which 
may be assumed when, in addition to umbilical sepsis, 
there appear such symptoms as pyrexi a, profou nd icterus. 
purp uric hemorrhages, dia rrhoea, and signs of inflamma- 
tion^ ojLthfi- inliernal OTgans or serous, membranes. These 
symptoms, of course, are not necessarily all present in one 
case. In some even fever is absent, and in others the initial 
umbilical affection may be so slight as to escape detection. 
Icterus and heemorrhages, when they occur, are the expres- 
sion of a profound poisoning and destruction of the blood, 
and are very unfavorable signs. Of the internal inflamma- 
tion, peritoniti s and pleur o-pn eumonia are the commonest. 

Septicsemia in the newly-born is, as may be imagined, 
a very dangerous condition, and usually proves fatal ip 
less than a week. 
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The infections I have hitherto described are all due to 
invasion by pyogenic organisms, but specific pathogenic 
bacteria may also find entry to the body by the umbilical 
wound, conspicuous amongst which is the tetanus bacillus. 

Tetanus neonatorum is, fortunately, not a common 
disease in this country, but it crops up every now and 
then in the most unexpected way. It jjsually , begins about 
the fifth day, and is very rarely seen after the second week. 
The first symptom which will probably be noticed is that 
the child has some (fifficplty in sucking, owing to stiffness 
of the jaw (trismus). This is soon follow ed b y rigidity 
^Jbhe.limbs and slight convulsions. You will distinguish 
these from ordinary infantile convulsions (1) by the 
presence of trisnius, and (2) by the fact that between the 
conyulsiye, attacks there is slight general rigidity, which 
does not completely relax, any movement of the child 
being apt to bring on a fresh series of spasms. 

Tetanus neonatorum, I need hardly tell you, Is a very 
fatal disease, the mortality being probably about 95 par 
cent., and I have never seen a case recover myself ; but 
occasionally cure — or recovery — ^results, and it is always 
one’s duty to institute energetic treatment. 

The first thing to be done is to a dminis ter antitctanic 
serum ca _tJie_ __mrliest possible tnoment. Ten _e.p._ should 
be inje cted subcutaneously so soon as the diagnosis has 
been made, and this may be repeated two or throe days 
later. Meanwliile an attempt should he made 1 o alleviate 
the convulsions by the administration of chloral — 5 grammes 
by the rectum, or 20 minims of the syrup by the mouth — 
these doses being repeated in an hour if necessary. 

Such is the ordinary treatment. Lately the adinini.gtra- 
tion of formalin has bean recommended, and at loa-st one 
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apparent success has been recorded from its use, though 
I cannot in the least tell you ho'w it acts. One drop of 
it may be administered in 50 c.c. of salt solution by the 
bowel, or J drop in 10 c.c. of salt solution hypodeTmically. 
This may be repeated daily if the case goes on. 

In tetanus, as in all the other umbilical infections, pre- 
vention is better than cure, and prophylaxis can only be 
secured by careful attention to the stump of the cord. 
It should therefore be enveloped from the outset in a dry 
sterile dressing, and if any signs of suppuration should 
appear after separation, local antisepsis should be vigor- 
ously carried out. It is only in this way that these very 
fatal diseases can be prevented. 

Of infections which find access to the body by another 
route than the umbilicus, I would only mention gfonor- 
rliceal septicaemia, which may follow upon gonor- 
rhoeal conjunctivitis, and manifests itself by synovitis, 
just like the so-oaUed gonorrhoeal rheumatism of adults. 
This I have seen more than once in newly-born babies. 
So far as I have observed, the prognosis is not unfavourable. 

2. THE HjaMOEBHAGIC DISEASE. 

Severe infections of any sort in the newly-born are apt 
to manifest themselves by hsemorrhages, chiefly of a 
purpuric character. They are in this respect directly 
comparable to the haemorrhagic form of the acute specific 
fevers — e.g^., haemorrhagic small-pox — and have usually a 
fatal issue. Apart from these, there is a disease peculiar 
to newly-born infants, which manifests itself chiefly by a 
tendency to bleeding, and which, for want of a better 
name, is spoken of simply as tlie Haemorrliairlc 
PiseaiSC. Of the true pathology of this affection we know 
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nothing. In some cases it is_undo.ubtedIv associated with 
congenital syp hilis, but this is by no means true of all. 
It is nattiral to suspect an infection, but although this is 
possible — and, indeed, probable — no one has yet suc- 
ceeded in demonstrating the presence of a constant infec- 
tive agent, and the other signs of infection, such as fever and 
umbilical sepsis, are generally conspicuous by their absence. 

The disease usually first manifests itself about the second 
day, and very rarely starts after the twelfth. As a rule, 
the first thing to be noticed is haemorrhage from the 
ahmentary canal. You must not expect, however, to find 
anything like a true haematemesis or melaena. The 
bleeding is more of an oozing than an actual haemorrhage, 
and reveals itself by the vomiting of small quantities of 
brownish grumous-looking fluid, or by the presence of 
similar discharges on the napkins. Bleeding may also take 
place from the umbilicus, and may be profuse ; and there 
may also be subcutaneous haemorrhages, like those of 
purpura, or Weeing into the internal organs. The latter 
may be difficult to detect, unless so situated that they 
produce definite signs or symptoms. This took place in 
the following instances : 

Case 1. — Jk boy, two days old, one of twins, seemed 
healthy at birth, but on the second day vomited a little 
brownish fluid. Soon after this he became collapsed and 
comatose, with a bulging fontanelle, contracted puifils, 
and rhythmical respiration. Haemorrhage into the 
meninges was diagnosed, and puncture of the anierior 
fontanelle resulted in the escape of a good deal of blood. 
After this he brightened up a little (probabl}’- from the 
relief of pressure), but a few hours later slight convulsions 
set in, followed by death. 



THE HMMOREHAGIC DISEASE 


27 


Case 2. — A bo 7 , three days old, had been born at the 
full time by an easy forceps labour. He suffered from 
asphyxia after birth, and was only resuscitated by pro- 
longed artificial respiration. He cried a great deal during 
the first two days, and then became rather coUapsed. 
When I saw him he was deeply jaundiced, with a sunken 
fontanelle, but with no bleeding from the umbilicus or 
into the skin. That morning he was said to have brought 
up a little blood from ‘ the throat.’ The bowels had been 
opened with castor oil, and on the napkin there was a 
small tarry motion and a good deal of meconium. In 
the left side of the abdomen there was a dull swelling, 
difidcult to define and not movable, which the doctor in 
attendance said had not been there that morning. 

Death ensued a few hours later, and although a po.st- 
mortem could not be obtained, there can be little doubt 
that the swelling was due to a haemorrhage into the nmgh- 
bourhood of the kidney. 

Apart from the haemorrhages, the disease may run its 
course without any general symptoms, and prove fatal 
simply by a sort of general collapse. If the bleeding is 
entirely internal, or only from the alimentary canal, it 
may easily be overlooked, in which case the child may be 
believed to have died from ‘ convulsions,’ or simply from 
‘ prematurity.’ There can be no doubt, indeed, that many 
cases really do pass unrecognized in this way, and that 
the disease causes more deaths than is properly realized. 

The prosni'OSis in the hsemorrhagic disease is always 
grave, and if the symptoms last for more than a day, is 
very bad indeed, although recovery may take place even 
in what seem the wor.st cases. 

As regards ‘treai’fcxu.eut there is little to be said, for one 
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is almost hdpless. ‘ Styptic ’ remedicss given internally 
seem to be of very little use, and altbougb it is important 
to maintain tbe child’s strength if one can, attempts at 
feeding are apt to induce vomiting and fresh haemorrhages 
from the stomach and bowels. The administration of 
■npak^B^utions of gelatine by the mouth have been said 
to be of use in some cases, and are always worth trying. 
Bleeding from the umbilicus must be controlled by pressm’e 
in the usual way, and in haemorrhage from the skin or 
external mucous membrane the application of adrenalin 
solution is indicated. When all is said and done, however, 
you can do but little to influence the course of this 
mysterious disease, and to ‘ treat symptoms and trust to 
luck ’ pretty well sums up one’s therapeutic resources with 
regard to it. 


PEMPHIGUS NEONATORUM. 

It has been well remarked that pemphigus is not a 
disease, but a lesion, and in the newly-born child we can 
distinguish two varieties of it: (1) sjphiltiic, (2) non- 
syphilitic. 

SypliilitiC pemphigas is distinguished by the fact 
that the brdl.^ occur on the pjsjms and solps, as well as on 
the trunlc, whereas in non-syphilitic pemphigus the palms 
and soles escape. 

Of the cause of non-sypMUtlc pempMgtis we are 

ignorant, although it also is probably on ‘ infective ’ 
disease, due to pyogenic organisms, and closely allied to 
impetigo. In some cases at least it can be shown to bo 
simply a cutaneous manifestation of general sepsis. Thus, 
of the cases which have occurred at the London TTospilal 
within the last ten years, three wore Associated witli 
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umbilical infection and two with sepsis consequent upon 
ritual circumcision. In institutions it may occur in the 
form of epidemics, which is another indication of its 
infective character. 

Apart from the eruption, which may come out all at once 
or in successive crops, the general symptoms vary greatly. 
Sometimes there are practically none at all; at others 
there is high fever, prostration, and symptoms of general 
septicsemia. 

The prognosis varies in accordance with the general 
symptoms, but is always rather grave. Of seventeen cases 
admitted to the London Hospital — excluding those due 
to syphilis — thhteen died. In syphihtic cases the mor- 
tality is probably even higher. 

Treatment in the syphilitic cases is simple, and consists 
in pushing mercury. In non-syphilitic cases all that one 
can do is to maintain the strength of the infant, and use 
antiseptic dusting ppwdera, or weak germicidal lotions 
locally. 

Somewhat resembling pemphigus is the condition known 
as Exfoliative Serxnatitis — a rare disease sometimes 
met with in newly -born infants. The epidermis here peels off 
in groat sheets, leaving the true skin denuded just as if it 
had been scalded, and producing a picture wliich, once seen, 
can never bo forgotten (Fig. 2). In spite of the extensive 
skin lesion, there may be few or no general symptoms, 
but sometimes there is high fever and prostration. I 
cannot tell you what the mortality rate is, as the disease 
is a rare one, but in the few cases I have seen death and 
recovery took place in about equal numbers. The treat- 
ment is the same as that of non-syphilitic pemphigus. - 



LECTURE III 

THE ARTIFICIAL FBEDINa OF INFANTS 

Gentlemen-, — W e approaoli to-day a subject which exceeds, 
perhaps, in importance any to which I shall have occasion 
to direct your attention throughout this course of lectures — 
I mean the subject of mfant Jeeding. When you go into 
practice, the question, How is one to feed this baby ? is 
one which will occur to you with perplexing frequency ; 
and although it is a subject upon which a great deal has 
been written, I think one may say this, that the more 
you read about it the more confused you are likely to 
get, for, it must be confessed, much that has been written 
on the subject serves only to darken counsel, and you 
wiU find it of very little use to you in practice. I shall not 
deal in this lecture with all the conceivable methods by 
which children might be or have been fed ; I want rather 
to describe quite plainly the methods which I have tried 
myself, and which I think you will find most easy and 
simple to carry out in your ordinary work. 

Now, the first question you have to ask yourself is. 
Why should artificial feeding of cliildren be lujcessary at 
all 1 You know that in the natural state of tiungs every 
woman is the source of nourishment for her own child, 
but you will not have been long in practice before you 
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realize that under modem conditions it is the minority of 
women who can nurse, or do nurse, their own childiena 
It would be unjust to the female sex generally to state 
that this inability to nurse their children is their own 
fault. I do not think that is true ; I think, in the majority 
of cases, one can say that the woman is unable — ^not 
unwilling — to nurse her own child. Now, that is a pheno- 
menon of very considerable gravity, but it is one which is 
not confined to this country ; it has been found to hold 
good of the whole of Europe, and in America also.* It 
seems to be part of the price which we pay for civilization. 
Be that as it may, you will see from what I have said how 
important it is that you should understand how best to 
make good the absence of the mother’s milk, and how it 
becomes a matter of pressing importance in practice. 

If a woman is unable to nurse her own child, obviously 
the next best substitute is to g e t another wom an to m use 
it for her ; in other words, a_wet_nur8fe3s best sub- 
sti tute for the mother. But I do not think you will 
have occasion to employ a wet nurse often in practice. 
There are many practical disadvantages entailed in that 
course, and, as a matter of fact, artificial feeding is synony- 
mous in most oases with bottle feeding, so that what we 
have to consider to-day is how you can best feed a child 
by the bottle. There is still another question which has 
to be disposed of before we come to the consideration of 
the best way to carry out bottle feeding, and that is. 
Supposing a woman starts to nurse her own child, how 
are you to know whether the process is successful or not ? 
In other words, what is to justify you in adopting artificial 

* See Bunge, ' Die Zunehmende Unfabigkeit der Frauen ihie Fonder m 
Stillen.' 
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feeding in the case of a woman who has hegrni to nurse 
her own infant ? Gentlemen, I know only one condition 
on the part of the child that justifies premature weaning, 
and that is loss of weight. If a child is per- 

sistently losing weight when fed on the mother’s breast, 
that is an indication, and an imperative one, for weaning, 
and there is no other imperative indication that I know of. 
Such a state of things is illustrated in this chart (Dia. i). 

Lbs. 
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12 
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12 
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DIAOEAM 2. — iNSTTWIOIBNOy OF BBEAldT MlLK, 8HOWI1TG EfF35C?T 0 ¥ 

WKANiira. 

It is that of a child seven weeks old which was boinio; fed 
on the breast, and as we weighed it from week to week wo 
found it increased in weight very slowly, or hardly at all. 
And as there was no digestive disturbance we concluded 
that the mother’s milk was insufficient ; and we accord- 
ingly weaned the child, with the result yo\i sec — ^namely, 
that the weight shot up enonnously, and the child gained 
more in one week of bottle feeding than it had gained in 
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two or three weeks of breast feeding. There is one caution 
I should give you here. Before you conclude that the 
breast milk is insufficient, make quite certain that you 
have corrected any digestive disturbance in the child ; 
and you will find particularly that you have to correct, 
in breast-fed babies, const ipation. This, as I shall have 
to point out later on, is the vice of breast-fed babies, as 
diarrhoea is the vice of bottle-fed babies. So you see the 
statement I made that progressive loss of weight on the 
part of the child is the only indication which justifies 
prematmre weaning has to be qualified by this, that it 
only holds good in the absence of digestive disturbance. 

Having disposed of these preliminaries, we have next to 
consider what substitute we can use for btunam 
milk . Now, in practice, cow’s milk will always be your 
substitute. I shall not consider in these lectures the merits 
of other forms of milk. Many other kinds have been 
recommended, but the practical conveniences of cow’s 
Tnilk are so great that one rarely uses any other. I cannot 
too strongly impress upon you, gentlemen, the fact tluU 
U is the casein which is the source of difficulty in tite artificial 
feeding of children with cow’s mUk. There are chemical 
reasons, which I shall not go into now, why the casein of 
cow’s milk is less digestible than the casein of human 
milk ; but whatever those reasons may be, it is a fact 
which you will meet in practice that you have difficulty 
hi getting infants to digest cow’s casein. For that reason 
you must give the cow’s nffik in a diluted form. How 
much, then^ should you dilute Ihe’ rnillc ? It is best to 
begin first of all, as a simple practical rule, with a dUuttOU. 
of h alf and, I^EUf ; that is to say, give as much cow’s 
milk as* water. If you like, you can use barley-water or 
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lime- water as the diluent ; tliese make it more easily 
digestible than plain water. If you compare a mixture 
so prepared with human milk, you find that from a chemical 
point of view it works out as follows. In human TuilV 
there is IJ per cent, of protein, per cent, of sugar, and 
34 per cent, of fat. In cow’s milk there is 3 per cent, of 
protein, 4^ per cent, of sugar, and 4 per cent, of fat. If 
you dilute with equal parts of water you have 1 J per cent, 
of protein, per cent, of sugar, and 2 per cent, of fat. 
TMs makes the proportion of protein, roughly speaking, 
correct, but the sugar and the fat are too poor, and 
you must therefore make up the deficiency of these con- 
stituents. That you can do quite simply by ad(hng. two 
te asp qon^s of cream and t^ level teaspoonfuls of sugar 
to every 6 ounces of the mixture ; that is assuming the 
cream to contain the average of fat of London centri- 
fugal cream, which is about 45 per cent. That gives you 
a mixture which quantitatively is a very fair approxi- 
mation to mother’s milk. Qualitatively, of course, 
it is not the same thing as human milTr, and it never 
can be. 

The next question is, How mnch of the mixture 
shall you give, and liow often ? I have put into your 
hands a table showing you the quantities which the cluld’s 
stomach will accommodate and the proper intervals of 
feeding. You must not suppose that the quantities there 
^ven should be quite hard and fast ; you must leave it 
to some extent to the baby’s appetite. It is usually safe 
to tell the mother to give the child as much as he will take 
at each feed. 

The next point is. What sort of bottle sliould you 
use 1 The only sort of bottle to be recommended is a boat- 
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shaped one with a rubber teat attached.* The rubber 
tube bottles so much used probably destroy more infant 
life than any other single agency, and it would be a good 
thing if their use were illegal here, just as it is in France 
and in many States of America. The screw-top bottles 
are not much better. Impress upon the mother that 
the bottle must be kept very clean. With regard to the 
test, many oases of failure are due to its having too small 
an aperture in the top. You may want to know when 
the aperture is big enough. It is big enough if, when you 


Timb-TabiiB bob. Infant FasDiNa. 


Age, 

Interrals 
by Day. 

Night 

Feeds. 

Quantity at 
each Feed. 

1 week • 

Hours. 

2 

2 

Oz3. 

1 tolj 

2 to 3 weeks - 

2 

2 

14 to 8 

4 to 5 1 1 * • 

2 

1 

24 to 84 

6tol2 ,, 

24 

1 

8 to 44 

3 to 6 months 


1 

4 to 64 

6 to 9 ,, 

8 

— 

64 to 7 

9 to 12 

84 


74 to 9 


hold the bottle upside down, the milk drops slowly, at 
the rate of about 1 drop per second. It ought not to 
require a great deal of sucking on the part of the baby, 
or it will be apt to give the child flatulence, or the infant 
wdll leave o£E sucldng before he is satisfied, and so cease 
to gain weight. 

The next point is, Sboxild tbe mHfc be boiled, 

or should it be given raw ? That, gentlemen, is a point 
which has probably been more discussed than its impor- 

* The Oval Hygienio Feeder and Maw’s Universal Feeding Bottle are 
both good patterns. 
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tance really justifies. I advise you to give it neitlier boiled 
nor raw, but scalded. That may appear to you to be a 
distiaction without a difference, but by scalding I mean 
raising the milk to the boiling-point, or just short of that, 
and then taking it off the fire. The drawback to boiling 
the milk is, that there is a v^y slight risk of producing 
scurvy by it. But that can be easily remedied by adding 
fruit juice to the diet. In hot weather it is much more 
necessary to scald the milk, because thereby one diminishes 
the tendency to its going sour and causing diarrhoea. 

Having given the food by the bottle I have described, and 
at the intervals and in the proportions pointed out, you 
have to ask yourself, How are you to know 
Whether the results are satisfactory? Here, 
again, the only test that the mixture is suitable is the 
balance. At what rate, then, should the child gain weight ? 

I This is not diffi- 



cult to remember, 
because a healthy 
cluld should gain 
almost 1 ounce a 
^y ; he should 
gMn 6 ounces a 
week. Obviously, 


DiAaa.iM 8 .— Failtoe to Gain ■Weight due 
TO Feedihq with Too Stkonq a Mixtueb, 


one of two things 
will happen on this 
mixture: either the 


child goes on gaining weight, or he suffers from digestive 
disturbance, colic, possibly diarrhoea, possibly vonoiting. 
If the child does not gain weight, or if he suffers from 


digestive disturbance, what are you to do ? I advise 


to remember the possibility, particularly if you 
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are dealing with a very young child, that this mlsrture 
is too StroUfiT* a.nd that it may be advisable to make it 
more dilute. In this chart (Dia. 3) I show you an instance 
of such a result. It is the chart of a child eleven weeks 
old who was fed on milk and water, equal parts of each, 
which resulted in the production of diarrhoea and vomiting, 
and only a slight increase in weight. Then we gave 1 part 
of milk and 2 parts of water, and immediately the weight 
shot up and everything went well. This shows that it 
is possible for a child to lose weight because it is getting 
too much to eat. Very often you will find that in young 
infants you may require to b^n with l,part . of , milk 
to 2Lp.arbs of wat^ instead of equal parts of each, sugar 
and cream being added in proportion. 

Supposing^ that even in this very dilute form tlie 
milk still disagrees, what are you to do then ? I 
do not think you are likely to efieot much good by diluting 
cow’s milk to a greater degree than this. One does not 
often see children do well on a mixture which is weaker 
than 1 in 3. Therefore, what you have to do is to look 
put for a more digestible form of milk than ordinary 
cow’s milk . You will find that more digestible form in 
condensed. If> tken, you fail to improve the 

child’s weight by ^ving it a food consisting of 1 part of 
cow’s milk to 2 of water, I recommend you to try con- 
densed milk. I think some consider it a heresy to recom- 
mend the feeding of infants with condensed milk at all. 
That is not a just position to take up. Condensed milk is 
an extremely useful temporary expedient ; if used with 
suitable precautions, particularly if the deficiency of fat be 
rectified, it may be quite successfully given for the first two 
or three, or even more, months of the child’s life. It is quite 
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true that the continued use of condensed milk is almost 
certain to result in the production of rickets if kept up 
until the child is six months old. But, fortunately, before 
six months the child’s digestion has generally become 
capable of dealing with ordinary cow’s milk. 

Well, what brand of condensed milk should you use? 
Never select skimmed or separated condensed milk at all. 
The brand selected should contain all the original cream. 
There are two classes of such condensed milk, those 
which are sweetened and those which are unsweetened. 
I used to recommend unsweetened, because in theory 
that is the best form, but I have given it up because it 
is so difficult to obtam. In practice I always recommend 
Nestl6 ’s milk; it contains 13 per cent, of fat — ^that is to 
say, aU the original fat of the milk — ^besides considerable 
quantities of added sugar. The dilution I recommend 
to start with is png^teaspi?pnful .of condensed m ilk to six 
teb les p oo nfnls of water, , not barley-water, but. ordinary 
water which has been boiled and then allowed to cool. 
Such a mixture has the following composition ; 


Brot^ . . 
Fat 


Sugar 

Ash 


1-13 per cent. 


1-28 

6-72 

0-25 




The total sugar is somewhat in excess, and the fat is dis- 
tinctly too low ; but by the addition of a teaspoonful of 
centrifugal cream the total fat is brought up to 3-1 per 
cent., which is nearly the same as that in human milk, 
I have here charts which show how successful feeding may 
be with condensed milk. Here is one of a child which was 
given two teaspoonfuls of condensed milk to eight table- 
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4 MONTHS 

DiAGBAM 4=. — SxiOOBSBBUL IBED- 
ikgwiih Oom>EHSBi> Milk. 


spoonfuls of water, and yon see how steeply the weight 
curve rises (Dia. 4). 

You may ask. Why is condensed milk so much more 
easily digested than ordinary cow’s milk ? I think it is 
largely because one gives it so 
dilute. The dilution of 1 in 24 s'* 

means that the casein will be - ONOENseoifliH 

much diminished, and if you 

add acetic acid to such a ^ a ^ 

mixture and compare it with °l li^PsI I 

peptonized milk you find you ® ^ 

get about an equal precipitate 6 ^ 

in each case. III I 

Instead of using condensed 4 months 

milk you might 

jpiI fca.-W^hioh IS prepared by 

adding 1 grain of citrate o f soda to each ounce of cow ’s 
mUk . and give this diluted in the same way as ordinary 
cow’s milk. The citrate of soda removes the excess of lime- 
salts from the milk, and prevents its forming a dense curd. 
You will 'find that milk so prepared is sometimes digested 
when ordinary diluted milk is not. 

Desiccated rnilTr is certainly much more digestible 
th^ ordinary milk, for in the process of drying the casein 
seems to undergo some physical alteration, which prevents 
its subsequently forming a dense clot. The best form of it 
I know is the preparation known B;a Glcm> (see Table, p. 47), 
which is often well digested even by delicate babies. 

If all these methods fail, I should advise you to give fully 
peptonized milk. The best way of preparing it is ])y 
means of Fairchild’s^l^eptogenio Milk Powder. Do not follow 
the directions upon the bottle, but give 8 of milk to 12 of 
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water to begin witb* and jpe^topize for twenty-five minutes, 
or longer if necessary. Nor should cream, be added at first, 
although you are told to do so on the label. By varying the 
proportions of milk and water and the length of the pepton- 
izing, you have it in your power by means of this prepara- 



DiACHUM 6.— StrooBsssTTi. Febdiko with Pbftonizbd Milk. Thh 
Dotted Line repbesents the Normal Weight- 

tion to prepare a milk of almost any degree of digestibility, 
and you will certainly find it of great help. 

There are many charts on the wall which show the results 
of successful feeding with peptonized milk. This, for 
instance (Dia. 5), was the case of a child which had colic 
and constipation when fed on ordinary milk. Then 
we put him on to peptonized milk and water, and you see 
the weight rose very rapidly. Some people raise an 
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objection to peptonized milk; they say yon will so de- 
moralize the child’s stomach by that means that it will 
be unable to digest ordinary milk later on. I believe, 
gentlemen, that this is a purely imaginary objection. I 
have fed children upon peptonized milk for many months, 
but I have never had any difficulty in getting them to 
digest ordinary ooVs milk later on. So I think you may 
dismiss this bogey from your minds. 

But if yon fall even wltli peptonized milk, 
what then 1 Well, gentlemen, the resources of civilization 
are not yet exhausted; there are still some things you 
can do, and I should recommend you in a case like that, 
when you have tried peptonized milk and the child still 
does not gain weight, to try the efEeot of a little gray 
powd er. I do not know how the gray powder acts in those 
cases, but I am satisfied that in many cases, even although 
there is no reason to suppose there is a congenital syphilitic 
taint, the administration of gray powder will in some 
mysterious way make all the difEerenoe to the oMld’s 
digestive power, and I have charts which illustrate that 
fact. Gray powder seems to fatten some children, just as 
cod-liver oil does. This child was fed upon milk and 
barley-water in equal parts, but he was not doing well. 
Gray powder was then given, and you see how great im- 
provement resulted, although in that case also a history 
of syphilis was extremely doubtful (Dia. 6). 

If in spite of aU you do the digestion does not improve, 
you are justified in thinking you have to deal with a child 
who is incapable of digesting cow’s casein. There axe such 
children, those who cannot digest the easdh, no matter how 
you present it to them. If you cannot get a wet nurse in 
such a case you must take away the cas^n altogether, and 
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to do that the simplest way is to prepare w hey from the 
milk. Curdle the milk with rermet, and allow it to set into 
a solid mass ; then stir it up and strain it through muslin. 
By that means you have freed the milk from the casein. 
Whey is insuffident nourishment alone, because it contains 
very little fat, so you have to supplement the fat. The 
best way to do that is to add 1 part of cream to 6 or 8 of 
whey. Instead of using cream to supplement the deficien- 
cies of whey you may use egg-white in some of the foods 
or one of the patent foods. I have used Mdlin’s fo od and 

e 

II 
10 
9 
8 
7 
0 


Diaokam 6. — Showiko thb Epbuict or Grat Powobr. 



whey successfully. Becently I had a case under my care 
in which I ultimately succeeded with Savory and Moore’s 
food made up with whey when everything else failed ; but 
usually whey and cream will answer best. By such means 
as this you w3l in most cases be able to tide the child over 
his trouble, even if he be of very feeble dig^tive capacity, 
until such time as he has cut some teeth. When the 

* The whey shoTild he scalded before use, to destroy tJxe rennet which 
it contains. 
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oMld reaches the first dentition often a complete change 
comes over the digestion, and instantly his nutrition im- 
proves. It would seem as if some of the digestive glands 
only attain their full functional power when the first teeth 
are cut. 

You must not be surprised nor blame yourselves, gentle- 
men, if you find every now and then that there are oases 
in which you cannot find anything on which the child will 
thrive. There will be a residuum of oases of this kind, 
which win be smaller the more sknied you are in your 
feeding. But there is a residuum with whom nothing 
succeeds. These are cases which I shaU have to speak 
of when I come to talk about marasmiis ; they go pro- 
gressively downhiU, and they die without one bang able 
to find out what was the cause of the fatal result. Here 
I show you a chart (Dia. 7) which iUustrates the course of 
such a case, in which we tried milk and water in equal 
parts ; we tried it stronger, and it produced diarrhoea ; 
we tried peptonized milk for a time, and it was succeeded 
by diarrhoea and vomiting, and then the child died. 
Nothing which you can find after death wiU acooimt for 
this congenital feebleness of digestive power. 

I now want to impress upon you one further point 
about the artificial feeding of babies, and that is that you 
should not lightly change from one kind of food to another. 
You will constantly be having children brought to you 
whose mothers say they have tried everything. In such 
a case you may take it generally that nothing has really 
been tried in the proper sense of the term. You cannot 
judge from one week’s experience what any particular 
food is going to do for a child; you have to keep the 
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child on a diet for a reasonable time, so as to give it a fair 
trial, and it is only if you find that he is not gaining weight 
that you are justified in concluding that the food he is 
having is not suitable for him. 

Another question is. What should be your attitude 
towards the patent foods which are so much in use 
for infant feeding ? I have put into your hands a sheet 
which gives the composition of those foods, from which 
you will see that many of them are entirely unsuited to 
be a complete substitute for human milk. I have divided 
them, for convenience, into three groups : First, one which 
is intended to be a complete substitute for human milk ; 
secondly, a group which is intended to be made up with 
cow’s milk, and in which the artifidal part of the food 
is predigested ; the third class includes those which 
contain unaltered starch. My advice to you would be 
to rule out the third group at once for all children under 
sis months old. As regards the first group, they really 
present very little advantage over condensed or peptonized 
milk, and I hardly ever have recourse to them, I admit 
that some children may be reared successfully on certain 
patent infant foods, but hardly ever if condensed milk and 
other methods of feeding have been properiy tried and 
have failed. They aU incur the risk pf^pipdumng scurvy. 
Therefore, if you use those foods it is well to see that some 
fresh elements are introduced into the diet, such as grape 
or orange juice. 

The second group of foods is sometimes useful for children 
who are getting towards the period of first dentition, and 
who are not thriving very well because it is difficult to get 
them to take sufficient cow’s milk. In these cases it is 
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the starch is converted into soluble forms (chiefly dex- 
trins). One or two tablespoonfuls (equals nom 1 ounce 
to 2 ounces) to be mixed with two or three tablespoon- 
fuls of cold milk or milk and water, and J pint of boil- 
ing milk, or milk and water, to be added. 


TAJBLE SHOWING THE COMPOSITION OF INFANT FOODS— 



Coombses Malted 7*9 121 2*8 76*8 0*40 A malted faimaceoua food. When prepared according 

S'ood the directiona it still contaans much imaltered starch. 

Mo5Bley*aPood 10*8 11*0 0*92 764 0*94 Complete converaion of all starch oocois durmg mix 

To be givea with milk. 
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advisable to supplement the milk with some other food, 
and a dextr inized fo od is best. There is one class of those 
dextrinized foods in which the change in the starch takes 
place during mixing. I think it is more convenient to 
use a food iu which the change has already taken place ; 
and so, if one has occasion to use this group at all, one 
selects Mellin’ s food or Hoym food as being already dextri- 
nized in preference to the others. But remember they , are 
a ll deficient in J at, and their continued use is apt to result 
in rickets. K you use them at all it should be with that 
dangCT (iearly before your minds, and they should be 
given only for a limited time. 

One or two other questions I must discuss briefly. If 
a child has been on the breast, and you have not had 
recourse to any artificial method, and everything is going 
on well, wlien are you to wean ? I want you to 
have clear ideas on this matter. It used to be said that 
a child should not be weaned until he has cut some of his 
teeth, I think even Trousseau went so far as that; he 
was guided in his weaning of clnldxen by the dentition. 
But you must remember always that a child may fail to 
cut his teeth because he is rickety, from being fed on the 
breast too long ; therefore, you see, the appearance of the 
teeth alone is no sufficient criterion of when you are to 
wean. You may lay it down as a general rule that the 
child should be weaned between the tenth and the twelfth 
month. Mothers, especially in the lower dasses, often keep 
on suckling their children, partly from motives of economy 
and partly to prevent another pregnancy, for too long a 
time. I have even known children fed mainly on the 
breast until they were two years old, and without obvious 
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But I thiiik in such, a case tliere is very likely to 
be detriment to tbe mother’s health. Between the tenth 
and twdfth month is the rule which you should adopt for 
yourselves. 

Another piece of advice which I should like to give you 
in this matter is, never to wean a child in hot weath^ 
if you can avoid it. The reason for this is that children 
who are weaned in hot weather are very apt to become 
the subjects of epidemic diarrhoea, and to be carried ofi 
by it. It is better to allow a child to be nursed a little 
too long than to wean him at a time when diarrhoea is 
prevalent. 

A kindred question to weaning is. When should you add 
starcll to the diet ? When is it safe to begin to allow 
a child to have other food than milk ? Experience shows 
one that the power of digesting starch varies enormously 
in difEerent oases. I have known children who got starchy 
food from their earliest days, and yet, apparently, did not 
suffer from it. I recall, for instance, the case of twins 
being brought to me who had been fed with a strong 
decoction of barley-water witTiovt any milk for three 
months, and yet they were not so thin as you would sup- 
pose, and had no digestive disturbance. I have also 
known a child fed upon Robb’s biscuits, which contain a 
good deal of starch, without any harm when one month 
old. On the other hand, one sees children in whom starch 
appears to produce fermentation, acidity, diarrhoea, and 
coho. So your general rjude should be no t to ^llow a 
k^chy fftod-in any^ghape. jyntil, the^;^M £aji^cu^a_ tooth 
OT and then you begin_to_give jnoh.iocm -very 
gradually and cautiously. There are some children, how- 
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ever, in whom it may be worth while to mn the risk of 
giving a little starch sooner than that. Children who are 
not getting on well with milk, and who have a difiB.culty 
in digesting casein, should have the benefit of the trial of 
a little starchy food. I once got a lesson in this matter 
from a mother whose child I was attending for difficult 
digestion. We were struggling on with peptonized milk 
and making no headway. One day, a week after I had 
seen the child, he was brought back weighing a pound 
more than at the last visit, and it transpired that the 
mother had, of her own accord, added a considerable 
quantity of cornflour to the diet, and with complete suc- 
cess. The starch-digesting capacity of that child was 
evidently in excess of his milk-digesting capacity, and in 
this case the experiment waa justified by the result. Any- 
how, it is an experiment which cannot do much harm, 
because so soon as you find it disagree you can stop the 
food. 

I may conclude this lecture by directing your attention 
to some standard dietaries suitable for children at and 
after the period of weaning : 

DIET PEOM NINE TO TWELVE MONTHS. 

First Meal (7.30 a.m.) : Milk thickened with groats, oat- 
flour, Chapman’s whole-wheat flour, Mellin’s Food, Savory 
and Moore’s Food, or Allenbury, No. 3 

Second Meal (10.30 to 11 a.m.) : Warm milk, pure or 
diluted with one-third of lime-water. 

Third Meal (1.30 to 2 p.m.) : Warm milk, with the ad- 
dition of the yolk of a lightly boiled or raw egg. A little 
veal broth or good beef- tea occasionally as a change. 
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Fotjbth Meal (5 p.m.) : Same as first. 

Fifth Meal (9 to 10 p.m.) : Warm milk. 

During this period the use of a bottle should be gradually 
discontinued, and the child fed 'with a spoon or accustomed 
to drink out of a feeding-cup or ordinary cup. 

The amount of milk taken in the course of the day should 
not exceed 2 pints. If the child be thirsty, he may be given 
a little water between meals. 

From about the tenth month onwards something to chew 
should be given occasionally, such as a rusk or crust, or a 
piece of sponge-cake, or stale bread-and-butter. 

DIET EEOM TTVELVE TO EIGHTEEN MONTHS. 

First Meal (7.30 a.m.) : A breakfastcupful of milk 
thickened with groats, fine oatmeal, whole-wheat flour or 
hominy. Bread or rusks and milk as a change. 

Second Meal (about 11 a.m.) : A cupful of warm milk, 
pure or 'with -the addition of one-third lime-water. 

Third Meal (1 to 1.30 p.m.) : Beef-tea, mutton or chicken 
broth, thickened with breadcrumbs or sieved potato ; as a 
change, the yolk of a lightly boiled egg. Some milky rice 
or bread pudding, -with the addition of some of the pulp of a 
roasted apple or the pulp of stewed prunes. 

Fourth Meal (5 p.m.) ; Milk and bread-and-butter. 

Fifth Meal (9 p.m.) : Warm milk. 

DIET EEOM EIGHTEEN MONTHS TO THEBE TfEAES. 

First Meal (8 a.m.) : Porridge and milk, followed by the 
yolk of a lightly boiled egg or bread dipped in bacon fat. 
Stale bread, crisp toast, or a rusk. Milk to drink. 
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Second Meal (12.30 to 1 p.m.) : A little pounded or 
nunoed chicken or underdone meat or fish. Milk-pudding 
and stewed fruit. Water to drink. 

Thied Meal (4.30 p.m.) : Bread-and-butter. Sponge or 
other plain cake occasionally. Milk. 

PotJBTH Meal (6.30 p.m.) : Warm milk and a biscuit. 



LEOTTJRE IV 

THE DIGESTIVE DISOBDEES OF INFANCY— 
COLIC Aim VOMITIN G 

GENTnuBMBN, — ^We come now to the consideration of the 
disorders of digestion in infancy — disorders which are due, 
in large measure, to neglect of those rules for the feeding 
of babies which I tried to bring before you in my last 
lecture. 

I shall not distinguish between the digestive disorders 
of breast-fed and bottle-fed infants, although, for obvious 
reasons, such disorders are far commoner in the case of 
bottle feeding than in the case of breast feeding. Further, 
I shall not attempt to describe these disorders to you from 
the point of view of pathology or morbid anatomy, because 
to do so would be to assume a knowledge which we do not 
possess. I shall deal with them purely from the clinical 
or symptomatic standpoint. 

The symptoms of d igestive disorde r in infancy are both 
local an d general. The local jymptorns are of three sorts — 
coHc, vomitin g, and diarrhoe a — but I need hardly say that 
these different symptoms, although one describes them 
separately, very commonly coexist in the same case. The 
second or genera l group o f svmntoms may be comprised in 
the one term ‘ wasting,! To-day I shall deal only with the 
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local symptoms. The general symptom — ^wasting — may be 
more conveniently deferred until we speak of marasmus as 
a special disease, digestive disorders being only one of 
many causes wMcb may lead to it. 

COLIC. 

Let us begin, then, with that very common disorder, 
griping, or c^o. I think one can distinguish three caus es 
as giving rise to the painful contraction of the intestines 
which we caU coHc. The first of these is acidity due t o fer- 
mentat ion occurring in the milk, and producing lactic and 
other adds, wMoh irritate the bowel and induce overcon- 
traction in its wall. The second, and perhaps the commoner, 
cause is the existe nce of umtigest^ casein _or .curds in the 
intestine. I told you that the great difficulty in the feeding 
of infants with cow’s milk is the indigestibility of the casein, 
and there is no commoner consequence of that than the 
production of colic. The third cause is the., prepuce of 
gas m j&e boweL 

How are you to recognise colic ? Its chief symptom is 
jgsm. Of course, pain in the case of mfants is expressed 
•^ot in words, but by cries, and whenever you fipd 
ind frequen t soreaming it should always make you 
think of the possibiility o f 'coli c, for that is one of the, comr 
monest caries of peraistent screaming. There are, how- 
ever, other causes for screaming which may lead you into 
error.- One of these is coracle. It is often difficult to be 
sure of the existence of earache in young infants ; but in 
such a case the mother will probably teU you that the child 
the habit o f putting h is handLto the .ear or.hea^, 
and this may indicate to you the seat of pain. Another 
possible cause of persistent screaming is a cause 

which mothers certainly tend to exaggerate, but, neverthe- 
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less, it is one whioli you should always have in mind as a 
possibility. T^t^g and earache seem often to go to- 
gethe r. Another cause, and one which is commoner than 
you think, just as teething is less common than you are apt 
to think, is renal colic. It is, perhaps, surprising to you to 
be told that little children sufEer from renal colic at all, but 
the probability is that they sufEer from it as frequently as 
grown-up persons do. Of course, I do not mean to say. 
that children pass stones, but they do pass gra v^. You 
may have seen in the post-mortem room the kidneys of 
quite young infants which contained uric acid infarcts, and 
even in foetuses in utero you may find them; Another 
possible cause of screaming is fhir msis, which gives rise to 
straining on passing water ; and the pain which that en- 
tails, the result of what one may perhaps speak of as a coHc 
of the bladder, expresses itself in screaming. Another 
group of causes which you have to think of when a child is 
constantly screaming is tend&rness of the bones, resulting 
from sci ucw. or possibly from ricke ts in ita acuter foraos, or 
from congenital specific dise as e. In that case the scream- 
ing will be more noticeable when the child is handled, or 
when he is put into his bath, and that, along with a careful 
examination of the bones, will enable you to establish or 
exclude this cause. There remains one other cause of 
screaming which you ought to think of when you have ex- 
cluded every other possibility, and that is de^denc^. 

One of the signs of defective cerebral development in young 
infants is witbnTit-a.ppar ent reaso n. You will, 

therefore, bear in mind those possible causes before you 
conclude too hastily that the child is screaming because of 
colic. But you must also remember that colic is perhaps 
commoner than aU these other causes put together; 
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The sigras by wMcb you recognise colic are, in 
the first place, hardness of the abdomen. You put your 
hand on the child’s abdb'mffltt,'"an3~feel that it is unusually 
resistan t ; indeed, it may be almost jmotty. You may 
feel little coils of intestine standing out, coils of firmly con- 
tracted bowel. And you will observe, in the second place, 
that as the child screams he tends to draw up his legs. The 
jcr^ming may even be so extreme tmt the chud passes 
into. a..nonditLon of . convulaipn, for there can be no doubt 
that the imtetion caused ^by. undigested food in the in- 
testines may be an exmting caiise.of . convidsions in young 
children. Another sign by which you can be quite certain 
that the pain is due to colic is the ces^tion of the screaming 
o n the passage of_&tus. If that happens you may be sure 
that coHc was the cause. 

Those being the signs and symptoms by which you 
recognise colic, we now come to consider bOW you are 
to treat it. I shall describe first of aU what ought to be 
the immediate treatment of an attack of colic, and then I 
shall ask you to consider with me by what means you may 
prevent the attacks coming back. The first thing to be 
done in an attack is to apply warmth to the abdomen. 
You can do that by fiictior^with warm oil, by warm fomen- 
tations, or by poultices of hns.eed or mustard ; and in very 
extreme oases it may even be necessary to use the mustard 
bath. In addition to the external application of warmth 
you can apply it.intern^^ with advantage by moans of an 
enema^of w^m water. Inject 2 or 3 ounces of water, as 
hot as the child will bear it, well up into the large intes- 
tine. In addition it is well to give ca rminatives by the 
mouth to aid in the expulsion of flatus ; pepperramt- water 
or dill-water are suitable for the purpose. Some prefer to 
give small doses of sweet sp irit of nitre, say IQl drops. 
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By means such, as these you will generally succeed in 
cutting short an attack of colic, and then you have to con- 
sider how you are to prevent its recurrence. One may 
divide cases for this purpose into two groups : first, those 
which are being fed by the breast; and, secondly, those 
which are b^ng fed by the bottle. If a brea st-fed child is 
sufiering from colic you will probably find on inquiry that 
it is being fed too often or at irregular intervals. All that 
you require to do in such a case is to regidate the. fading — 
to feed every two and a half hours instead of every two 
hours, or every three hours instead of every two and a 
half, as the case may be. The tendency to overfeeding in 
those cases is a natural one, because the taking of warm: 
milk into the stomach, just as the injection of warm water 
into the rectum, temporarily relieves the colic, and the 
mother, finding the child is relieved by suckling, tends to 
go on giving the breast too often, and so a vicious circle is 
set up ; and what you have to set yourself to do is to break 
that vicious circle by _s eeing th at, the oMld is fed regularly 
by the c lock, and not at irregular intervals. In some cases 
the colic of breast-fed children seems to be due to the casein 
of the mother’s milk being either too abundant or for some 
reason more difidcult than usual of digestion. When you 
meet with such a case you will sometimes find it of advantage 
to administer a few teaspoonfuls., of .limeTwato to the child 
before each, feed, the lime-water being sweetened a little to 
make it acceptable to the child. Or you may give apouple 
of grains of citrate of soda dissolved in a tablespoonful of 
WOTm Y^ter in the middle of the feed. Further, you will 
remember to correct any constipation, which is so common 
in breast-fed children — a most important point, and one 
which I shall deal with in another lecture (Lect. vii.). 

If the colic still persists, the question will arise, Are you 
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to wean the child or not ? Here I would remind you of 
what I said in the last lecture, that mare ^ge^ye disorder 
is by itself no necessary indication for weaning ; it i s only 
jf the digestive disor<ier_is acc ompanie d by a persistent anid 
steady loss of we ight that you are justified jn taking.,thaLt 
step. So if, after correcting errors of feeding and constipa- 
tion, the weight still goes down, you may consider the 
question of weaning. 

We will pass now to the commoner state of things which 
you have to deal with — ^namely, the prevention of colic 
in an infant who is being fed by the bottle. The great 
canse ojl colic 'babies is a want of 

cWnhness in preparmg the mi^ ; and in particular it is 
the continuous use of those tube bottles of which I have 
already had occasion to point out to you the dangers. Such 
bottles produce far more colic, probably, than any other 
one cause. Your first duty is to see that the child has a 
proper and clean bottle ; and, secondly, just as in the case 
of breast-fed children, see that the feeds are regulated, and 
not given too often. Your third care wiU be to see that 
the mixture which the child gets is sufficiently digestible. 
Assuming that the bottle is clean, and, therefore, that fer- 
mentative action has not occurred, the colic may be put 
down to the indigestibility of casein. To correct that you 
have to give a mixture which contains less casein, or in 
which the casein has been rendered more digestible in one 
of the ways I described when speaking of infant feeding. 
You may also require, as in the case of breast-fed children, 
to correct constipation ; but more commonly you will have 
to deal with diarrhoea, and the best wa3rs of treating tliat 
we shall consider when we speak of diarrhoea as a symptom 
of digestive disorder. 

In aU casse of colic, both in breast-fed and bottle-fed 
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children, you. will find the administration., of a 
tiv© Jbotween the feeds of help. A carminative mixture 
for a young infant should contain certain definite ingredi- 
ents. First of all, it should be alkaline, and therefore you 
use biq^bonate of soda. (2 J grains) as the basis. It should 
be alkaline, because colic is so often due to acidity in the 
intestine. You supplement this with an aromatic mix- 
ture which is also alkaline ; for instance, aroroatic spirits 
of ammonia, 2^ minims. Secondly, to make this pleasant, 
you add a little glycerine (2 minims). It is always 
advisable if you can to make medicines pleasant for infants, 
and one of the best ways of doing this is to add glycerine. 
Syrupy preparatio ns are lea s-an itable. because they are apt 
to ferment, and as you have already got fermentation going 
on you do not want to do anything to increase it. Thirdly, 
you make the mixture up to a teaspoonfol with pepper- 
mint or some other carnunatiye, water. This should be 
given between the feeds, and it will be found useful in all 
cases. In addition, you shoxJd see-th aJLajdbild-.who sufEers 
from colic is kept very warm. . A co mmon, but often un- 
suspected, cause of the disorder is chilling o f the abdom en. 
Inquire, therefore, into the covering of t£e child’s abdomen, 
and insist upon his having a broad flannel binder, even 
though he be beyond the age at which binders are used, and 
see that the binder does not slip up over the chest and leave 
the abdomen unprotected. See also that ^e feet and legs 
are kept warra, for cold feet are a very common cause of 
colic inTj^ung babies. The child should have warm socks, 
and, if necessary, a hot bottle to the feet. H, in spite of 
all you do, the colic persists, and if at the same time the 
infant is gaining weight (which sometimes does happen), 
so that you are not justified in making any great alteration 
in the feeding, you may perhaps require to have recourse to 
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opitun in some shape. You should not give opium any 
oftener than you can help, but sometimes you are driven to 
use it owing to the persistent pain which the child suffers. 
The best preparation to use is codein, ^ or grain, which, 
■with glycerine and some oa rnainative~water, makes a very 
suitable opiate for a young child. 

VOMITINa. 

I now pass on to the consideration o f vomi t i^ as a sign of 
dyspepsia in young infants. There are tw o varieties o f 
vomit ing which you will learn to recognise when you get 
into practice as signs of digestive disorder. There is 
(1) acuie vomitmg, which is usually the result of an attack 
of gastric catarrh ; and there is (2) ohronio vomiting, which 
may be the result of chronic gastric catarrh, but is very 
commonly due merely to unsuitable feeding. 

You will have no difficulty in recognising the a>cil1:e 
tsrpe. The child will be brought to you with the history 
that he began to vomit a few hours before. You will find 
that the s^ is hot, the tongue thickly furred, and that 
there is a soim sinell about the breath. The only difficulty 
in youi diagnosis will be the exclusion of more serious 
disease. Many of t he acute spe cific fevers in children begin 
with vomiting ; so do many intracranial diseases, and you 
may at first be doubtful whether you are not dealing with 
some such case, particularly as acute gastric catarrh is 
often accompanied by a high degree of pyrexia. You 
may do wisely, therefore, to reserve your diagnosis at 
first. 

The proper treatment of acute vomiting is by sta^nTiai- 
tton. You need never be afraid to starve young children 
& the matter of solid food. It is said that infants bear 
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starvation badly. Tbat may be true of obronic underfeed- 
ing, but babies will stand tbe complete withdrawal of all 
nourishment for two or three, or even more, days with- 
out any disadvantage, and, indeed, often with great 
benefit, provided alw ays that xojl conditiq]M. 

The first of these is that the child is kept warm ; children 
stand starvation badly simply because they lose so much 
heat from their surfaces, a fact which is true of all young 
animals. And the second condition is t!^t water, must on 
no account, be ^withheld. Children stand the withdrawal 
of fluid very badly indeed. So when I say that they are 
to be starved it means that they are to be given nothing 
which can be described as nourishment, but they must 
have abundant liquid ; and in such cases as we speak of 
that may take the form of boiled water, or, if you like, and 
in order to satisfy the mother, one may administer a thin 
decoction of barley or weak veal broth. The liquid , what- 
ever it may be,_s]^uldJ!>e.given.uold with a teaspoon. 

You will find, also, a great help in these oases from 
washing ou t the stomach .. This is the first time I 
Tiave had occasion to mention washing out of the stomach 
as a therapeutic measure in children. I can only say that 
you will find it of the very greatest use in all cases, acute or 
chronic, whether in breast-fed or bottle-fed infants, where 
vomiting is a prominent symptom. The method is so 
simple, it is so safe, and, compared with a similar proceed- 
ing in adults, so comparatively pleasant to the patient, 
that you need have no hesitation in employing it. You 
should use for the purpose a small size red rubber oesopha- 
geal tube. The oesophagus in a baby is bigger than you 
might think ; it is certainly bigger than an ordinary pencil, 
and you will be able to get the smallest size of tube down 
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it without difficulty. It is an advantage to use a tube 
which is rather large than otherwise, because the tendency 
of a small tube is to permit regurgitation of fluid alongside, 
which leads to coughing and choking, and to struggling on 
the part of the child. The oesophageal tube is connected 
by means of a piece of glass tubing to another piece of soft 
rubber tube, and that to a funnel such as I show you, which 



is really nothing more than the barrel part of a glass 
syringe from which the piston has been removed. A 
funnel of this shape has the advantage that you can blow 
down it if you want to. Sometimes the eyelet of the 
oesophageal tube gets blocked with a mass of casein, and 
it is then an advantage to be able to put youx mouth over 
the top of the funnel and displace the casein by blowing. 
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By tlie same means yon can produce a sort of sHo'wer-batli 
in tlie interior of tlie stomacli, and by projecting tie fluid 
with, some force tkcougb the tube you can wasb away the 
mucus and masses of casein which, have accumulated there. 
It does not matter much what flmd is used in the washing 
out. I usually employ plain wate r. You can use it qmte 
^pt, remembering that jt__always jfcends to get cooler, as it 
passe s down. But if there is a very sour odour in the 
breath, I reco mm end you to add^Uttie ]bicarbpii%te,pf soda 
— a teaspoonful to the pint — ^before the flnal washing. 
Having completed the washing, you will find it an advant- 
age to leave an ounce or two of fluid behind, for this helps 
to fulfil the condition which I have laid down, that the child 
must be kept supplied with a large quantity of liqxdd when 
he is being starved. The hot water also acts as a kind of 
internal poultice, and is soothing. After this manipula- 
tion a child will often go quietly off to sleep, though he may 
have been screaming for some hours before the washing out 
was done. 

You will not find drTigfs of much assistance In acute 
vomiting. If you wish to have recourse to them, one 
would recommend especially sma ll repeated doses of 
calompl, pa,rticularly if the tpngue be^muoh furred ; ^ to 
^ grain every hour for half a dozen doses is a smtalile 
quantity for an infant, and that may be_foUpwed Jby. the 
use of bismuth, either the carbonat e or the suhmteate. Be 
sure always to giv e bismuth i n la rge doses ; that is to say, 
neveii^less than 10 grai^, and even in a young infant you 
can give more tha,n that with advantage. 

The cllTOnic vomiting which is the result of diges- 
tive disorder is of quite a different nature to that I have 
been describing ; and I would make this first remark about. 

5 
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clixoiuo Tomiting in yotmg infants, tJicU U is of no im'jpor- 
tanoe at all v/nless it he accom/panied hy progressive loss of 
weight. You are not to get anxious, as nurses and mothers 
do, because a obild vomits after his feeds; Many children, 
like the Homans of old, have a way of swallowing more 
than they want and rejecting the excess, and that is not a 
habit which need alarm you. Indeed, there is a saying 
amongst the nurses that ‘ sick babies always thrive.’ It is 
only when the vomiting is accompanied by progressive loss 
of weight that you should take it seriously. The second 
remark I would make is, that if you are dealing with quite 
a young infant — ^that is to say, one of a few days, or at 
most a few weeks old — and if the vomiting has dated from 
birth, you shotild make certain if you can that you are not 
■dealing with a case of cougreuital pyloric obstruc- 
tliOXl. That, however, is a subject of so much importance 
that I shall devote a special lecture to its consideration. 

Now, bow sbonld you treat that clironic form 
of VOXUitlugf which is the result of purely digestive 
disorder ? The first thing is to regulate the feeding. Vomit- 
ing, if it is habitual, means that the child is getting a mix- 
ture which is too strong for it, and you must dilute the 
m i lk stUl further, or else give it in a more digestible form. 
And here, again, it will be extremely important to regulate 
the times of feeding, taking care that the bottle is not given 
too often. In these cases, also, you will find periodic 
washing out of the stomach to be of the very greatest ser- 
vice. You can employ it every day, or even oftener, with 
the greatest benefit. With regard to drugs, I would only 
say again that they must take quite a subsidiary place. It 
is only after you have corrected the feeding and washed out 
the stomach thoroughly that you should think of drugs at 
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all. Yon will find ^kmuth one of the most useful if given 
in Jarge. dnses. Jl^other cases, again, '2 o r 3 minim s of 
ddnte hjr^ochloiio acid, .with a little glyce^e and some 
caraamative. water,..,w^ be adyant^eoWj pr^cribed.' I 
cannot tell you beforehand which cases will do best with 
bismuth and which with hydrochloric acid.- I think it is 
more or less an experiment in every case ; but one or other 
of these drugs will generally be very beneficial, supposing 
you have failed to relieve the child by adjusting the feeding 
and washing out the stomach.>y 
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LECTUBE V 

CONGENITAL PYLORIC STENOSIS 

Gentlemeist, — C ongenital hypertrophy of the pylorus, or 
cpngCTita^ stenosk^ as it is sometimes termed, 

the subject of my fecture to-day, is a condition which has 
only been generally recognized in the last decade or so, 
but which is probably very much commoner than is gener- 
ally believed, and I am perfectly sure that anyone who is 
capable of diagnosing it will meet with cases in his practice 
not very infrequently. Inasmuch as the treatment of 
this condition, if it is to be successful, must be begun 
early, it is extremely important that you should be able to 
diagnose it when you see it, and that is why I am devoting 
a special lecture to it. 

I shall not trouble you with the history of our knowledge 
of congenital pyloric stenosis, because that really does not 
throw any particular light upon the nature of the condi- 
tion, and it is of no use to you in youx practice, so I shall 
begin at once with the symptoms , which, fortunately, are 
few and definite. The kind of case which exhibits con- 
genital pyloric stenosis is this : The child is usually — ^in- 
deed, I may say nine times out of ten — -a b oy* and he is 
brought to you when a few weeks old because, as the 
mother says, she cannot find any food to suit him at alL 
^"^68 
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She ■will complain that, no matter what food she tries, it 
results iu the production of vomiting. You will usually 
find that a great many different foods have been tried — 
many of the patients, indeed, have run the whole gamut 
of the patent infant foods in the market — and yet the 
vomiting goes on. There is a very curious^faot 
vomiting, and it is this : that when ^new food is feied, jt 
will ofte n see m to suit the chil d for a ^pegriqi^ of about 
twen ty-four hour s, or a little longe r, and tl^n thejyomitii^ 
begins again , and wiU go on every _a 

tried , when it w^ again often cease fqr_ a day or two, only 
to recommence once more. At each of these occurrences 
the hopes of the mother are buoyed up ; she believes she 
has at last found the kind of food that is going to suit; 
but they axe immediately dashed to the ground again when 
the vomiting reasserts itself. Why it is that the new food 
is often borne for a time in these cases I cannot tell you ; 
it is one of the many curious clinical facts that characterize 
this condition. 

On careful inquiry, you will usually find that the vomit- 
ing has not strictly dated from the moment of birth. As 
a rule, you will be told that the child, was bom a fine, 
healthy child ; that he was fed from the breast at first, and 
aU jrent well fox a week, ten day s, or a fortnigh t, but then 
vom itjug began, and the child was taken off the breast, 
very often by medical advice, because of the continuous 
sickness, and put on to some artificial food. As that was 
also followed by vomiting, another artificial food was tried, 
and so on. 

I want you to observe — ^because it has some bearing upon 
the view that one takes of the pathology of the condition 
— that the vomiting is not, stric tiy spealdng;^ congenital ; 
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it is more usual for it to ten days or a fortniglit after 
birth. In addition, the vomitjng has certain peculiarities 
which characterize it and distinguish it from the ordinary 
voDoiting of dyspepsia. In the first place, it is often _exr 
tremely vi olent, or what is termed ‘ projectile ’ — ^that is 
to say, the child will suddenly throw out the stomach 
contents forcibly, often projecting them quite a long way 
from itself. Tl^ forcible or projectile character is one of 
the tilings that distinguishes the vomitii^ of congenital 
pyloric stenosis- from that which is due to ordinary dys- 
The vomiting is also characterized by its abu n? 
dance, and the mother will tdl you that the child brings 
up much m ore f ood tha;n it . swallowed at its last feed. 
Further, you will often be told that the child brings up a 
quantity of ‘dime’ with the vomit. Slime is what you 
and I know as mucus, and tl^ bringing up of a quantity 
of__mttcus M another of the things which characterizes this^ 
particular Mnd of vomiting. 

Another pro minent symptom that the child will exhibit 
besides the characteristic vomiting is 'progressive ^ss of 
That, of course, is natmral. If the child is con- 
stantly vomiting, it naturally loses weight, and along with 
the loss of weight there is a shrivelling up of the skin, and 
a lossjoljte elas^ity, such as you meet with in cases of 
chronic diarrhoea in children. The loss of weight mav 
proceed until it reaches a very serious degree ; such children 
may waste away until they are literally mere sldn and 
bone. 

The third thing which characterizes a csise of pyloric 
stenosis is that the child is usually — ^indeed, almost in- 
yariably — That is a sign of very great 
importance, because if a child is vomiting from unsuita- 
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bility of food, instead of being constipated, it usually has 
diarrhoea ; and a combination of vomiting 'plm constipa - 
tion should always arouse in your minds strong suspicions 
that you are dealing with a case of this sort. The reason 
for the constipation in this case is obvious. If no food, 
or very little food, is entering the intestines, obviously 
there must be very little in the way of excreta to go out 
of the intestines, and the constipation, therefore, is what 
is sometimes called the ‘ constipation of starvation .’ It 
is the inevitable result of the small amount of nutriment 
which is finding its way through the pylorus into the bowel. 

When you come to examine the child for physica l 
SigUSy you will be at once struck by the eimicicetdon. 
Observe that, although these, children are eii^ciated,jtb^ 
are not cachectic , and that is a point worth noting. They 
show the thinness of starvation, but not the thinness of 
cachexia. In other words, although thin, often miserably 
so, they are not ansemio, and you know that it is a combina - 
tion of em aciation with jaiimmia which makes up cachexia. 

Tn ftTramirting the abdomen, you will usually find ti^t 
there is a certain amount of fulness in the upper pa rt above 
t he umbilicus , whereas the rest of the abdomen is sunken. 
And then, having your suspicions aroused, you should 
look for what is, after all, the most characteristic sign of 
the condition — ^viz., visible stomach veristdlsis. If you are 
going to succeed in seeing visible stomach peristalsis, you 
must look for it when the stomach is ful^ . There is no use 
in examining a child for gastric paristalsis shortly after 
it has been sick ; if you wish to make it out, you should 
always insist upon the child being fed in your presence, 
and immediately it has taken its food you should make 
your examination. If the peristalsis be not immediately 



72 LECTURES ON DISEASES OF CHILDREN 

visible, you may sometimes elicit it by applying friction 
over the stomach ; massaging the stomach may bring it 
out. This visible peristalsis assumes a very characteristic 
form. You Vv'ill see appear below the left costal margin a 
swelling about the size of a golf-ball, which will begin to 
travel downwards to the right, sweeping above, or even 
over, the umbilicus, and which, before it has disappeared, 
is followed by another swelling, so that a dumbbell or hour- 
glass-like appearance is produced over tlio upper part of 
the abdomen. Sometimes in extreme cases you will see 
three such swellings — or, in other words, tluec waves of 
peristalsis — simultaneously visible over the stomach. Such 
peristalsis , if it he wcll_ ma r h ed^ is absolutely ptathognomonje 
of the condition, and sometimes it is extremely well marked. 
I have seen it so well marked that the swelling of the 
stomach could be seen through the child’s clothing. Unless 
it be well marked you should not attach importance to it, 
because sliijLt gastric peristalsis may be visible as a purely 
transitory phenomenon in circumstances other tliau those 
in which there is an actual constriction of the pylorus. 

In addition to the emaciation and the visible peristalsis, 
you will find ill many, but by no means in all, of those cases 
that you can act u ally .feel th e tliichcTwd pylorus ; and j’ou 
can feel it usually to the right of the umbilicus. Observe 
that sometimes the pylorus cannot bo felt, even in un- 
doubted cases, for the simple reason that it lies tuclccd up 
under the liver where you cannot get at it. But if you wish 
to give yourself every chance in fooling for it, there is a 
particular way of setting about it, and that is that you 
should not merely press downwards and backwards ns 
one does in ordinary palpiation of the abdomen, but you 
should pinch up the deep structures, and try and grasp the 
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thickened pylorus between your fingers and thumb. You 
then find an elongated swelling about the size of a hazel-nut, 
or a little larger ; and sometimes, if you are lucky, you will 
feel it actually undergoing contractions whilst you feel it ; 
you feel it undergoing relaxation, followed by hardening. 

If you proceed further in your examination by washing 
out the stomach, you will usually be able to make out that 
the capacity of the. st.omaoh is increased- — ^tbat instead of 
holding, let us say, a couple of ounces or so, whicb is normal 
for that time of life, the stomach holds 3, 4, or even 
more ounces of fluid. In other words, you can prove the 
existence of actual gas^o di lc^ce ticm, and that, in addition 
to the peristalsis and the palpable tumour, is the third 
purely stomach sign of this condition. So much, then, for 
the symptoms and signs. 

It will be well for us now to look for a moment at what is 
known as the pathology of cougeiiital pyloric 
stenosis, and I may say at once as regards this subject 
that we do not know what the real pathology of the 
condition is. What we do know is that in those cases which 
prove fatal, or in which operation has been performed and an 
opportunity has been given of inspecting the pylorus during 
life, there is presen t a grea t thiokcrinsL .i;t£.JJia..:BsiQ£^ 
whicii secti on sh o ws to be due almp§t_esplHasdy,iaJx^ 
fecophy of the circiflar,mT^j3ular,,.sp.hinQte3^ o£-the. -p ylon ia. 
I have iiero a few specimens which show this thickening 
very well. Hero, for example, is one in which you can see 
quite well with the naked eye the ring of thick muscular 
tissue surrounding the pylorus, and which practically con- 
verts it into a tube of almost cartilaginoiis consistence. 
That is one thing you can make out. Another thing that 
3-0U can find is that the whole w^ of^tlm^t.Q ^^a.oh is mois 
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or les^ hjpexte)pliied owi ng to the efforts of the stpnyich 
to (My© ife channel. Thirdlj’’, 

you wdll find that the mucous membrane of the stomach 
is in^ ^statepf oIjT9nlo„Qatgj^h. That summarizes all there 
is to be said about the morbid anatomy of the condition : 
there is an hypertrophy or overgrowth of the circtdax 
fibres of the pylorus, there is a thickening of the whole wall 
of the stomach, and there is catarrh of the mucous mem- 
brane. 

So far everyone is agreed, but when you come to attempts 
to esplain how these anatomical findings are produced, 
you at once enter the sphere of very acute controversy. 
You may say that, roughly speaking, there are two_ yiews 
prevalent as to how it is that tHs condition is brought 
about. There is, first, the view that the hwert ro^ hy o f 
the^ mi^c ida r fbres of the ‘pylorus is a congenitcd anqmcdy — 
that -^ere is a true overgrowth, a true hypertrophy of the 
circular muscular fibres esdsting as a congenital anomaly, 
just as you may have a congenital club-foot or any other 
inborn malformation. The other chief view of the patho- 
logy of ihe condition is that the hype rtrophy is not a con- 
^nital malformati<jn at all, but is con secidive to a spasm. 
Those who adopt this view maintain that 
the conciition of which we are speaking is, in its essence, 
a spasm of the pylorus of great severity and of long con- 
tinuanoe, and that, as a consequence of the continued 
spasm, you get what you obtain from over-use of muscle 
anywhere — ^hypertrophy — ^and that that thick pylorus 
which I showed you in the specimen is simply the result of 
oveoMise — ^it is the result of prolonged and repeated spasm 
of the sphincter of the pylorus. When those who hold 
this view ace asked how this spasm is brought about, they 
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are compelled to have recourse to various hypothetical 
explanations. Some assume that there is an ‘ ineo-ordina- 
tion.’ Now, gentlemen, inco-ordination is one of those 
expressions like ‘ trophic effect,’ and ‘ toxin,* and ‘ re- 
flex action,* and a few others which are often used as a 
cover for much ignorance ; and it is no more satisfactory 
in this case than it usually is. Then there are some who 
say the spasm of t he pylorus is brpu^t aboutLby.an exsess 
of acid in the st omach, co ntents, because it is known that 
excess of acid in the stomach leads to the closing of the 
pylorus. No chemical proof has been advanced that such 
excessive acidity actually exists. Others say that some- 
thi ng. has gone ywong with t he che mical mechanis^m in 
the du odenum, wMoh is really responsible, as Pawlow has 
shown, for the normal opening and shutting of the pylorus. 
But all these explanations, I confess, are extremely un- 
satisfactory. My own view is that the condition is not a 
congenital anomaly, but that the second view is right, 
explain it how you may, and that we have here primarily 
to do with a spasm. In favour of that I would only point 
to the two great clinical facts which cannot be got over : 
first, that the symptoms do not corne.on immediately, after 
birth, Imt generaUy a fortnight or more later; and second, 
that the oonditio n.is.ca.Babie_pjL]>eing absolutel y cur ed by 
purelj-, mescal tireatment, leaving the stomach, as I have 
proved to my own satisfaction time and again, in a perfectly 
normal condition afterwards. I cannot see, on the assump- 
tion of a congenital anomaly of formation, how such, oases 
should make a perfect recovery without operation and 
without any dilatation of the stomach being left. I 
believe, therefore, that we-have .he re-io do. with a spasm 
whichgo^ on to hypotrophy, but how that spasm is brought 
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about I confess I do not know, and from tlie point of view 
of treatment I do not think it matters. 

That brings me to speak of treatmeni;. Now the first 
essential here is that you should b egin treatment early. 
I believe that failure in these cases is due to the condition 
being recognized too late, with the result that treatment 
is left until the child is in such an exhausted condition that 
recovery is difficult, if not impossible. That just emphasizes 
what I have already said about the importance of early 
d iagnosis. 

The fi rst a n d mo st i mportant of al l thin gs in treatment 
— put it before diet and everything else — -i^systematic 
washing nnf. nf That is the m ain factor in 

getting these cases well. You wash out in the ordinary 
way every day, or twice a day if need be. I do not think 
it much matters what you use to wash out the stomach with, 
but at first there is an advantage in using a^weak alkaline 
solution — weak solution of bmarbonate of soda, for 
example — ^because there is often so mxich miicus in the 
stomach owing to the prolonged catarrh of the mucous 
membrane, which has resulted from stagnation of the 
contents, that it is an advantage to use an alkaline wash 
to bring the mucus into solution, and so get rid of it. I 
prefer, therefore, at the outset to use a drachm of bica r- 
bonate of soda to a joint- of war m water, and use it once or 
twic e a d ay. The immediate result of the washing is that 
the vomiting ceas^, or almost ceases ; it will cease almost 
as soon as you have got rid of the mucus. 

The second question that faces you in treatment is, 
io Your object must be to give 

food which will pass through the pylorus as easily as possible, 
and therefore you will select a mil k which does not Jorm 
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large clots — that is obvious. As a matter of fact there is 
nothing better, when you can get it, than human nulk, 
and that is why it is unfortunate when these cM^en 
have been weaned early, as they usually are, under the 
impression that breast milk is disagreeing with them. 
That is always a pity, because you wiU find when you wean 
them that you are jumping out of the frying-pan into the 
fire, for if these children are not able to retain human 
milk, the chances are they will not retain anything else. 
So th at if the c hi ld is at the br east, you sho uld keep^ it^jt 
the breas t ; ^ it is o£E the br east, it is„a go.od..plan to ^et a 
wet nur se. The practical difficulty of breast-feeding is 
that these patients jieed to be fed frequently and m s^ll 
g^uantities, and that becomes a nuisance to the mother. 
In some oases you may have to draw off the breast milk 
by a pump, and feed the child with it from a bottle or by 
teaspoon at short intervals of, say, every hour. Assuming 
that human milk is unobtainable, I believe the ne^^ best 
^n^^js fidly j)eptQ»u^ aven d iluted, ^'th an equal 

quantity of water, and I do not believe that, beyond that, 
there is any good in searching about for a particular food 
that will suit these children. If you adopt lavage, and do 
it properly, you wiU find that they will retain their food 
well enough, but you will never find anything which will 
pass quite satisfactorily through the pylorus, at first at 
least. Hence, although there are many combinations on 
which these patients will do well, such as whey and cream, 
whey and egg-white, desiccated milk, malted milk, and so 
on, yet my experience has been that if the y do not do well 
on,.p.eptomzed milk^^ they wiU not dq^ better on anjdihing 
else, and there is no use in perplexing yourself by a large 
choice of methods of feeding. 
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As regards the intervals of feeding, the frequency and 
the quantify, you have to be guided by the capacity of 
the stomach in the particular case with which you are 
dealing ; you have to feel your way, and to notice how 
much the child can stand without being sick. Someti mes 
you have to feed every half-hour, or ever y hou r or two hours. 
Here again you wiU find that, once you start washing out, 
you will soon be able to get the child down to approximately 
the ordinary intervals which are natural and right for a 
healthy child of that age. 

Third, as regards, .the, question pf d ntgs, I beheve there is 
none which is of any real use in this condition. Opium in 
minute doses has been highly recommended, ^ to ^ 
minim, of the tincture given shortly before each feed. 
These quantities seem almost infinitesimal, almost homoeo- 
patbic, and yet I have known one of these children ren- 
dered almost comatose by minim of the tincture of opium 
given before each feed for less than a day. Oj^ng to their 
ex hausted an d feeble condition, they are extraordinarily 
sensitive to opi um, but some, particularly German writers', 
have reported very great benefit from giving it, the theory 
being that it helps to abolish the spasm of the pylorus. 
Although I see no objection to trying opium, personally 
I have been disappointed in the results it has yielded. I 
have tried al kalieg .in a few cases, and I have tried biilla- 
donaa, which has a great reputation as a laxative, aud in 
neither case have I foimd any benefit from so doing. The 
faeatment. therefore, rcsplyesjts,^ into, csi^eful feeding and 
nursing, and persisten t lavage of J;he stomach- You will bo 
told sometimes that it is an advantage in these oases to feed 
per rectvm, or, rathen, to give water or saline solution per 
rectum, in order to make up the deficiency in fluid in the body 
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which undoubtedly exists. As to that, I would only say that 
my es^erience has been that it is almost impossible to get 
children of that age to retain saline enemata for any length 
of time, and, therefore, although such treatment is perfectly 
right in theory, in practioe it is almost impossible to carry 
it out. 

You may say, what are the results Of this treat- 
ment? I can only tell you that, taking my own ex- 
perience of these cases in private practice, and confining 
myself to wdl-marked cases, about the diagnosis of which 
there could be no reasonable doubt — cases in which the 
gastric peristalsis was very well marked, in which there was 
great emaciation, and in many of which, at least, though I 
admit not in all, a thickened pylorus could be felt — have 
had fourteen which were treated medically, and only one of 
those died. Curiously enough, that was the only female 
child I have seen with this condition in private practice, in 
whom the condition began very early, and who died quite 
suddenly when less than three weeks old, a case in which we 
had not the opportunity of making a post-mortem, and as 
to which I have doubts as to whether it was an ordinary 
case of congenital pyloric stenosis. Even including that 
case, taking one’s private oases only, the mortality has been 
one in fourteen ; all the others have got well. And when I 
say well, I mean perfectly weE. I have followed these 
cases out, some of them for three or four years, and they 
have remained perfectly healthy children. The question is. 
Are they left with any dilatation of the stomach at all ? I 
would say that, in the majority of cases, so far as I have 
seen, they are left with no dilatation of the stomach ; the 
condition seems to be one of genuine cure. But every now 
and then you will meet people in adult life who have 



8o LECTURES ON DISEASES OF CHILDREN 

Btomaich symptoms, signs of dilated stomach, particularly, 
who date their symptoms right back to childhood, and who 
are, I believe, cases of imperfectly recovered congenital 
pyloric hypertrophy. I saw last week a young lady whose 
gastric symptoms went right back to childhood. Her 
mother told me that when she was two months old she was 
reduced to a skeleton, and was constantly sick ; they could 
not get a food to suit her. She ultimately recovered, but 
she has suffered more or less from dyspepsia ever since, and 
at the age of five it was noticed that her stomach was dilated. 
I believe that this was a case where one had to do with 
congenital hypertrophy of the pylorus, which had not com- 
pletely disappeared. But that is an exceptional occiirrence ; 
the great majority of those I have seen do get perfectly well, 
I do not profess to explain how it is that such treatment 
cures those cases ; I only say the fact that they are cured 
is, to my mind, an argument that it is a condition of spasm 
and not of true hypertrophy, and that if you can get rid of 
the spasm, the muscle will go back to its normal size. 

There are certain things you must be prepared for in the 
course of your treatment. I told you that almost as soon 
as you begin laYajge the vomitin g will cea se, but yon m ust 
not jespect that ^ soon as the vomiting ceases the chdd will 
start to gai n wei gh t. Quite the contrary is the case. You 
should warp the p^ents •^at ^_ese children will often, after 
^^-Cease vomiting, go on losing wdght, and .even to a 
large a mount, for a conaderable. time. What happens, in 
my experience, is something like this : The vomiting stop-s, 
and yet the weight continues to go down, and down, and 
down ; everybody gets alarmed, and begins to talk wildly 
about the necessity for operation. You must keep calm,, 
and say it is all right, that it is the natural course of things. 
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The cidld goes onjqsii^ we^ht un-ffl it four and a haJi or 
. five months o ld., and t hen, as Bromiing says, ‘Sudden the 
worst turns the best to the brave, the black minute’s at 
end,* it is round the corner almost at once, and the wei^t 
begins to go up. A very esi>erienced hospital sister, who 
has seen a lot of these cases, once told me that she preferred 
those children who went rapidly downhill. On one occa- 
sion she advocated the child being sent out in order that it 
might come back much worse, ‘ because,’ she said, ‘ when 
they get to a certain pitch of badness, then they generally 
get round the corner.’ It almost seems that when they 
get to a sufficient degree of weakness the spasm passes off, 
and it is because people are not aware of this natural course 
of the disease, even without treatment, that operation is 
advocated. You may ask, "What is your view as to 
operation ? My view is that operation is neoer in 
dr oumstances justified in these cases. I have told you that 
my own mortality in cases treated in private by medical 
methods has been one out of fourteen, and the operative 
mortality in the hands of the best and most experienced 
surgeons is admittedly 50 per cent. So long as one can 
cure thirteen out of fourteen by medical measures, and so 
long as the best surgeons go on losing 50 per cent, by 
operation, you can see for yourselves that ope ratio n i s not 
a thing to be re commended. It is not to be recommended 
for this reason : that you never know, and in the nature of 
things never can know, when you would be justified in 
recommending it. There is no point at which one of these 
eluldren is so bad that you can say it is impossible the 
child should recover under medical treatment. I have 
known these children hanging between life and death, on 
the very brink of the grave, for weeks, and finally get 
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perfectly well ; and if you wait tmtil suoii time as you can 
say, * This child is certainly not going to get well under 
medical treatment ’ — ^in other words, wait jfcill_the child is 
mo ribund — ^then, of course,j)peratipn isput of the question. 
So that, you see, you are placed in a dilemma. Although 
what I say is disputed by some people at present, I am 
perfectly certain that a few years hence there will be 
unanimity that in these cases there is no necessity to have 
recourse to any surgical operation whatever. Therefore I 
do not consider with you the relative advantages of such 
procedures as pyloroplasty, or pyloreotomy, or gastro- 
enterostomy, because my deliberate opinion is that there 
is no necessity to have recourse to them in any case. 

I have tried to put before you the symptoms, the path- 
ology, and the treatment of this condition, and my last word 
to you would be again that, if^you are to be successful iii 
treating, .tihese oases, you n aust rcopjgnize them early. I 
freely admit that my own hospital statistics do not show 
anything like as good results as my private statistics, and 
the simple reason is that you do not get them early enough 
in hospital. When they do turn up, it is very difficult to 
get them into the wards, and you have to treat them as 
out-patients ; lavage is imperfectly carried out, the child 
is not properly nursed and fed, and it gets rapidly into 
an exhausted condition, and very often when it gets into 
that condition chronic diarrhoea supervenes, and if one 
of these children gets chronic enteritis I believe recovery 
is rarely possible. 

Above all, I recommend you to kee p vqur hea(fe in the 
treatment of those cases. There is no class of case in 
which you need a greater share of equanimity. You will 
be naturally urged by the mother, who sees the child’s 
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weight dropping week by week, to do something more, to 
try another food, to give another medicine, to consider 
operation, to do something desperate to stop this state of 
things. It is your business to say : ‘ No ; this is the natural 
course of things, and I am perfectly prepared for it. It is 
what I would expect ; and if you will have patience, you will 
jfind the child will get round the corner, and everything 
will be well.’ I have had to take that attitude many times, 
and in almost every case I have been justified by the event, 
and I have no doubt at aU that you wiU be so justified too. 


6—2 



liEOTUHE VI 

DIARRHOEA 

Gentlemen, — ^In tlds lecture I "wisli to discxiss witli you 
the third of.J:he_aTaaptpm a of dige stive disorder which I 
have already mentioned — ^namely, ^arrTioea. I cannot 
exaggerate the importance of this disease as a scourge 
of infant life. Recent returns of the Registrar-General 
show that out of 22,000 deaths feom diarrhoea, taking the 
country all over, 17,000 occurred in children under one 
year old. That shows you the frequency of this disease, 
and to what a tremendous extent it destroys life. And you 
will naturally ask. Why are children so liable to it ? I 
th ink there are t]^ee cau ses whic h, render children . pat? 
tioula rly liable .to .sufier .fr.oju , diairl^a. The firs t is that 
the ster i lizing p ower of the child’s stomach is very small ; 
it secretes but little hydrochloric acid, and organisms which 
are swallowed with the food stand a good chance of running 
the gauntlet of the stomach and setting up irritation in the 
intestine. The second is that children are fed mainly upon 
milk, which is anything;.^but a germ^free fluid ; and the third 

is that infants are p articularly liable tq_chill, for the reasoiu 
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I have already mentioned. These are the chief causes 
which render children subject to diarrhoea, and against 
these you must fight if you wish to prevent it; 

Many of the severest forms of diarrhoea in young infants 
are probably due to specific micro-organisms. Take what 
is called epidemic diarrhoea, which is so common in the 
summer. That is almost certainly due to a specific microbe; 
Kecent attempts have been made in America to isolate it, 
and it is believed that it will prove to be identical, or 
alm ost identical, with the bacilius which is the cause of 
epidemic dysentery. The growth of these micro-organisnw 
is favoured by certain quite definite conditions. If you 
trace the admissions of acute diarrhoea in such a hospital 
as this in the summer, you will find that gradually as the 
weather gets hotter the number of such oases increases, but 
you will also observe the curious fact that for some time 
after the thermometer has fallen the admissions still con- 
tinue numerous ; in other words, the curve of epidemic 
diarrhoea follows approximately the ordinary curve of the 
thermometer, but not quite accurately. And if you inves- 
tigate the matter still further, you will find that what it 
does fol low pretty accurately is not the temperature of the 
air, but th e temperature of the spU, It is when the ther- 
mometer, immersed four feet in the soil, begins to record 
a temperature of about 56° F . that epidemic diarrhoea 
becomes most oonomon. In other words, this organism, 
whatever it is, grows best in the soil„^out-tha.t..texapera- 
ture. Another cause .w hich greatly faxoair8«.&e.deyelop- 
ment o f diarrhoea i s the existence of bad surroundings — 
exha la tions of all so rts, ford d rains, contanainate d so il, 
oysrcrawding, ^tj _^3i^oqlSj dung-heaps. All these 
things contribute greatly to the production of diarrhoea ; 
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aixd the importance of these causes is so great that often 
in practice you will find it an advantage to remove a child, 
if he is suffering from diarrhoea, right away from his sur- 
roundings altogether, and in particular to keep him out of 
large towns. I remember, when in Boston, going to see 
the Babies’ Hospital there, which is kept specially for cases 
of summer diarrhoea. It is situated on an island down at 
the mouth of the harbour, and it is found that cases taken 
out of the slums of the city and removed to a place like 
that, where the air and soil are pure, often recover at once, 
without any additional aid. Further, you will be able to 
do a great deal in the prevention of diarrhoea by seeing that 
thft mjjk is boiled b^pre •^e cMd gete it, at least in hot 
weather. You remember I told you that the impor- 
tance of boiling tnilV is to some extent exaggerated! I wish 
now to quahfy that statement by saying that the impor- 
tance of it cannot be exaggerated in hot weather. All milk 
given to children in the summer should be boiled.- 

The third way in which you will be able to do something 
to prevent diarrhoea is by guar<^g against chiU — seeing 
that the child is properly clothed, and setting yotir face 
against that foolish practice termed ‘ h^dening,’ which 
some mothers will try to get you to favour in the case of 
their offspring. 

By such means as these you will be able to do a great deal 
in the prevention of diarrhoea. But in spite of all 
you do there is no doubt you will have a great many such 
cases in your practice, and therefore we may now pass on 
to a closer study of this disease and of the treatment 
appropriate to it. 

In classifying the varieties of diarrhoea met with 
in infanta I shall proceed upon clinical rather than upon 
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strictly pathological lines, and I shall divide the cases — - 
first, into those which are acute ; and, secondly, into those 
which are chronic; I shall distinguish among the ac ute 
diarrhoeas three^varietie s — ^those which are aiTripie. those 
which are febrile, and those which are ch olerai c — ^and I 
shah make no subdivision of the chronic diarrhoeas at ah; 
When we come to treatment we shah take both acute and 
chronic cases together; 

If the diarrhoea be acute it may b f^implp — ^t bat is to say, 
it may b e diarrhoea and noth ing alyp. ; or it may be accom- 
panie d by pyreaia. when we speak of it as febril e ; or it 
may be so sever e in its s ympt oms, and accompanied by 
such prof use watery eyaouatioM, that it is described as 
cholera ic. The most dangerous form, what is oahed epi- 
demic diarrhoea, the familiar * D. and V.’ of the hospital 
receiving-room, is usuahy febrhe in type. Sometimes in 
very severe cases it may be choleraic. Of course, this classi- 
fication is not by any means hard and fast. Diarrhoea 
cannot be definitely marked oh into different classes ; the 
varieties pass into one another. A case which begins as a 
simple diarrhoea may become febrile, and from that may 
become choleraic, just as it may be choleraic from the 
first, or may begin with fever. Or, on the other hand, it 
may remain simple throughout. You cannot always refer 
a case exactly to one or other of these classes; 

What are the symptoina of infantile diarrhoea % In 
the first place, it may begin either gradua lly or with great 
suddeim ess . It may come like a bolt from the blue, affect- 
ing a child which was, or appeared to be, in perfect health. 
The motipss are noticed to be more frequent, and often 
there is more or less vomitiog . At firs t. the_.staols are 
natural in colour — that is to say, more jor lessL yellow — but 
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before tbe diarrboea has lasted long the y become greenish, 
and finally tbey may come to contain mnous, or even, blood. 
If tbe diarrlicea still persists, the motions become extremely 
offensive and of a watery consistence. I wish, at this 
point, to say a word or two about the character Of 
the motions in different cases of diarrhoea, because I 
know it is a matter which will be apt to give you some 
trouble when you get into practice. What is the signifi- 
cance of the different kinds of stools which you meet with 
in the diarrhoeas of infancy 1 First about the green stools, 
which are so common, and which resemble in appearance 
chopped pa rskv or spinach. What is the cause of their 
greenness ? It has been supposed by some that the colour 
is due to the gro wth of _a special micro-organism which 
produces a peculiar pigment. I do not wish to deny that 
that may sometimes be the case ; but in the majority of 
instances I t h i nk it is merely due to the J>ile pigpient being 
hurried on through the intestines without having undergone 
the usual changes. What is the meaning of the motions 
'being stinking an d putrid ? That means that peristalsis 
in the upper par t of the traotj.^tpo^.rapijd. The conse- 
quence of this is that the food is hurried on before it can be 
properly digested and absorbed. You get, therefore, a 
mass of imp erfectly digested and incompletely absorbed 
iQedJsdgedLiaJ^ ie colon, and pptrefacti5:,ej5rg§nism^^ 
injji 4 hence the putrid stools. There is another variety <3 
stool, which may be described as lum py o r cheesy, where 
you see wMte partiples, varying in size, more or less oval or 
rounded in shape, scattered all through the feecal matter.- 
What is the significance of that ? These round or oval 
particles are the remains of undigest ed... milk ; they consist 
partly of casein and partly of a soapy substance formed 
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from the fat of milk and lime salts, and they indicat e that 
the child is get^g more milk than ^e^ can digest. Then 
there is a kind of stool in cluidren which is extremelv i rri- 
tat^, and, which scalds the. sMn . If a child has that form 
of diarrhoea he gets an erythematous eruption over the 
buttocks, and I have seen those stools so irritating that a 
drop of them falling on the dorsum of the foot produced a 
blister in a few minutes. To what do these stools owe 
their irritating properties ? It is du e, I think, to the d e- 
vdopment of fatty acids — ^butjric acid and its allies — and 
means that there is too much fa t in th e diet. Excess of 
sugar , on the other hand, produces frothy, a cid motions of 
natural c olou r. Then there is a stool which you may 
describe as ‘ slimy that means a stool which co ntains,, 
mucus Jjtk..exee^ye qu antity. Bemember, however, that 
barley-water may prod uce a shmy-l ooking stoo l, .which 
looks very l ike one wldoh oontam s mucm. If you recog- 
nise excess of mucus you are justified in believing that 
the large intestine is particularly involved ; and if blood 
is passed iu the motion, as it sometimes is, that suspicion 
amomits to a certainty. Such is the significance of the 
chief varieties of stools which you will meet with in the 
diarrhceas of infants. 

We will now pass on to look at some of the other symp- 
toms. The general symptom s may be trivial, as they 
usually are in simple diarrhoea ; or they may be extremely 
severe, as they always are in the choleraic form. Where 
the constitutional symptoms of diarrhoea are severe, you 
are justified in concluding that you are dealing with bac- 
terial poisoning. There can be no doubt that the extreme 
collapse and depression from which those children suffer 
is not the consequence merely of the draining away of 
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fluid from the body, although that helps in their produc- 
tion, but they are a direct result of poisoning by the 
absorption of toxins from the alimentary canal. Those 
symptoms may be described as the symptoms of collapse; 
The font^elle becomes Jlepressed, the ^eyes sunken and 
and by-and-by they are kept partially open while 
the' child is asleep, and you can perceive mucjM on the 
cornea. The sldn be coines w rinkle d, the child seeming, as 
it were, to shrink away from his skin, which becomes re- 
dundant; and when you pinch it up, instead of falling 
back again as it would normally, it is apt to remain in 
folds. When you get this con(Mtipn, which is described 
as a want of elasticity in the skin, you can be certain 
are always d^lmg^ ^ ^seyere case. IFis one .of the 
pointe,always to be jooked^^fo^^ oases of infantile 

^arrhoea. Many observers believe that when such a con- 
<htion of the skin is present you are dealing with a case in 
which there is an involvement of the kidneys, and in which 
partial suppression of urine is taking place. And unques- 
tionably, if you examine the urine in those infants, you 
will usually find that it contains some albumin. The 
importance of recognising this want of elasticity in the 
skdn is based upon the fact that when you find it you 
should institute special means of treatment, which I shall 
describe to you later. If the diarrhoea goes on, the symp- 
toms of collapse becqme more pronounced. The tempera- 
ture, which was at first perhaps high , fal ls, at least on the 
surface of the body, though it may remain high in the 
rectum ; the child be comes blim arri hvid, and finally dies,. 
death being often preceded by convulsions. That is the 
usual picture of a typical case of diarrhoea of severe type 
in a young child. I need hardly say, however, that the 
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pietuie varies a great deal. In. tlie simple form ttere will be 
little evidence of collapse at aU ; in tbe choleraic form the 
signs of collapse ■will dominate the whole scene ; whereas in 
the febrile cases the depression may not at first be very 
great, but becomes more marked at the close: 

We may now pass to the treatment Of a cute 
diarrliosa. Here, gentlemen, I would wish to give you 
this piece 5E ad-vice ; Put not your faith in drugs . Your 
watchwords in the treatment of acute diarrhoea in an 
infant must be two — one is atarvaiion. the other is 
dim inc^ion : If you bear in mind these two great indica- 
tions, you will never go far -wrong in the treatment of 
your case.- 

A word about each of those indications.- You must 
starve the c hild, because you do not wish to furnish 
any further pabulum for the growth of micro-organisms ; 
and Tinilk in particular you must withhold, for there is reason 
to believe that milk in such cases is actually poisonous. 
In a case of acute diarrhoea, whatever you do you must 
st op mil k. With regard to elimination, your idea should 
be, in the first place, to remove as far as you can those 
organisms which are still gro-wing in the alimentary canal, 
and, in the second place, to get rid of their poisons. 

How are you to carry out those indications in practice 1 
Sj^wation i s easily c arried _ou t by -wit hho Hing f ood ; but, 
as I have told you before, infants only bear starvation 
well if you keep them warm , and at the same time suppl y 
them with plenty of Iig.uid- Withhold aU food fox twenty-' 
lour 'Eours'il there is severe vomiting, and give sips of hoiled 
water, or a weak decoction of barley-wa-ter or rice-wa-ter. 
Or, if you want to make a pretence of ^-ving some nourish- 
ment, give a weak veal broth or raw egg-white mixed with 
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water, one or two teaspoonfuls at a time. Even in that 
case, however, I think the benefit is derived from the 
water. I think it is a matter of indifference whether you 
put anything in it or not. Still, as I say, you may wish 
to defer to the wishes of the parent in the matter of appear- 
ing to give something nourishing. If the c ase is not doing 
well you can continue staryation for two or even three 
days. As the symptoms abate you may begin to give a 
. battl e no urishm ent in the shape of whey, but the thing 
which you s hould give last, and be most eyeful abont 
givingj_is^^e casSn^pTIES^rTJ'^uie that is what does 
harm more t!^n anything else. You may add raw egg- 
white to the whey, and continue this mixture until the 
motions are satisfactory. 

With regard to dimm aikm. if ther e^tsjgojniting, begin by 
wasMug jOjat Stomacli in the manner I described 

in my last lecture. If the diarrhoea be severe, and especi- 
ally if there is reason to suppose that the large intestine is 
chiefly involved, wash on t-the colon also — that is to 
say, begin your treatment by washing out ‘ at both ends.’ 
I have already described to you the technique of washing 
out the stomach, and I would like now to say a word 
about washing out the bowel. I do not think it matters 
much what solution you use for washing out. W&xm 
salme is as good as anything else. It should bo given 
through a douche-can or funnel. Care must be taken not 
to hold the can too high ; it should never be raised more 
than 2 feet. Be memb er_Jt ia_not.jdifficiilt to rapture the 
c olon o f a child in attempts to wash out the, bowel. I 
think it is best to have the child lying on his back, with 
the hips slightly raised, so that the fluid can gravitate 
down into the colon, using a small-bore soft oesophageal 
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tube, just as for washing out the stomach.- The tube 
should be introduced carefully, and you will find its intro- 
duction much more easy and satisfactory if you keep the 
fluid flowing all the time: The reason for t]^ is, as you 
will readily see, that the colon being only a potential 
cavity, and its walls more or less in apposition, the liquid 
as it runs in clears a way for the tube, and so you are less 
hkely to get the end of it entangled in folds of mucous 
membrane, or to push it through the wall of the bowel. 
Pass the tube up as high as you can — ^you cannot pass it 
too high; Irrigate the intestine thoroughly, imtil the 
washings come away clear.- By so doing you will wash 
away some at least of the organisms which are growing 
there. You also wash away a certain amount of the toxic 
products which these bacteria have been producing. 

In order to favour elimination you should have recourse 
in all severe diarrhoeas to subcutaneous Injections 
of fluid.' I n cases acco m panied by collapse , especially in 
those in -which^the skin is i nelastie .. elimination is apt to 
be interfered -with simply foom the fall of blood-pressure, 
and in such patients you have to make up the volume of 
fluid in the circulation as quickly as possible. The best 
way of doing this is to give a subcutaneous injection of 
about. 4, ounces, of ste^zeH normal sa lt s olution , unt^ the 
sl^ of the flank. This can be injected by means of a 
clean brass syringe connected with a large hypodennic 
needle by a piece of rubber -tubing. It is very quickly 
absorbed, raises the blood-pressure, and helps to wash 
out poisons through the kidneys. The injection may , be 
repeated every six hours if necessary. Now you cannot, 
of course, wash out the small intestine, where the micro- 
organisms are chiefly gro-wing. In order to promote 
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elimination there 7011 require to have recourse to drugs. 
In other words, paradoxical though it may seem, jou 
must , treat diarrhoea, m its .early stages at .least, by .pm:- 
gatiyes, just as you treat dysentery in grown-up persons 
by a pe rient, drugs ..such as sulphates, Yoii inay start with 
a full d ose ot gast or-oil, which may be poured down the 
tube after the stomach has been washed out. If there is 
vomiting and.^di£S.culty in getting the oil_ retained, give 
a grai n .or. so of .calomel. 

There are stiU some special iudicaitious to be met. 
If the skin is in t he in dagtiq^state I have described, you 
will find it advantageous to give the child a wet pack, and 
you will find benefit alsolhom the admimstotion of 
^uretacs, especially sweet spirits of nitre. H the_rigim of 
collapse are great, you may require to have recourse to 
the mustard^batii, the temperature of which is gradually 
raised to HO® F., this being perhaps the most powerful 
stimulant we possess. I like also to administer camphor 
in such eases, either m the for m of a solution in olive oil 
(1 in 15,qr 1 in 30), of which 6 minims is injected subcu- 
taneously, or in the form of SPist. 5 to 10 drops 

by the mouth. lacj upr st rypb^nse in j-minim doses sub- 
outaneo ndy is also a valuable stimulant. It may be 
repeated every four houra. Brandy jgaj also.be given in 
lO-minim doses, added to the albumin water, and repeated 
as often as is thought necessary. 

During all this time the child must he kept under the 
best hygienic conditions possible. He should be placed in a 
weil-ventilated room, and should be kept very dean, 
the napkins being changed as soon as they are soiled, and 
never allowed to stay in the room after being taken off 
the child. In every case the patient should be gently 
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bathed • with tepid_ water tmce a, daj, and the 019 nth 
frec[]Bje.n^_)3wal^ed ont -w i th cold water. In bad oases 
and in very hot weather the child should, if possible, be 
removed from the town to the country. 

I said you were not to put your faith in drugs in the 
treatment of infantile diarrhcea. But, of course, drugs can 
give you some help, and I now want to say a few words 
as to the use a^d scope of dimgs in the treatment 
of such cases. 

Although, as we have seen, intestinal putrefaction is an 
important factor in the production of diarrhoea, I do not 
think you will get much benefit from the so-called intestinal 
antiseptics. I am no believer myself in salol and all the 
substances of that class which are supposed to prevent 
intestinal putrefaction; I believe the best intestinal dia- 
j^ectant is _ a dos e of calom el, though whether it acts by 
virtue of its being calomel or because it is an aperient I 
do not know; 

You may derive certain indications for the use of par- 
ticular drugs from the character of the stools. If th e 
motions are v ery sour it_ is, weU to. administer alkalis 
re medie s, oarbonate ..Qf -bismuth or aromatic ch^k being 
amongst the best; If, on the other hand, the stools are 
very sHmy and alkaline, many believe in the administra- 
tion of hv tirochlorio. acid. In the severe cases, so long as 
the stools .are green, I recommend you to give small doses 
of castor oil in some such form as this ; 

01. ric; .. .. •• •• 

MucHag. tragacanth; . . . . q-s; 

Aq, menth. pip. . . . . ad 3i; 

Give this at intervals of two or three hours for one or two 
days. Instead of castor oil you may give calomel and 
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Dover’s powder, grain of each.. Later on, when the 
stools have begun to improve, yon should ^ve bismuth, 
remembering the rule to give it in large doses. A very 
favourite prescription, and one which is now in the hos- 
pital pharmacopoeia, is carbonate of bismuth, 10 grams ; 
calomel. ^ gr ain ; puly. lp6qj^oo.,_J; Such a powder 

suspended ia’some of the albumin water, and given ev ery 
four or sax hours, as the case may require according to its 
severity, will o^n be of great service to you after the 
acuter stage of the illness has passed off. If the stools 
continue to be watery and offensive, you may require to 
have recourse to astringents of some sort. Tannigen and 
tannalbin are very useful in such cases. You wiU also 
fiud in mtrate^qf silyer a very efficient aid — J to ^ grain 
of nitrate of silver is usually sufficient for a young iuiant. 
It may be given with dHu te nitric acid, 1 .minim ; glyceriae, 
6 Tnuiimfl ; and disced water, to 2, drachms. Such a dose, 
given three or four times in the day when the motions are 
very watery and offensive in the later phases of the illness, 
is often very useful. 

As opiam plays such a large part in the treatment of 
diarrhoea, I want to lay down for you, as dearly as I can, 
some rules for its administration. You can do great harm 
with opium; you can IriH children with it quite easily. 
The warnings of the text-books in this matter are fully 
justified. I have known a baby rendered dangerously 
•comatose by 1 drop of laudanum. On the other hand, 
there is no one drug which is capable of rendering you 
such good service if properly used, and in many cases of 
infantile diarrhcea it is indispensable. Let me state, 
therefore, the following ride s for admi/nistration of 
‘SBSlWx which I think you will ^d tiseful in praotioei 
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First, never g ive i t at tlie outset of the illiiesa. Begin 
with aperients, not with anything which will cause the 
contents of the bowel to be retained, as opium does. 
Secondly, never give it if there are_ signs of collapse, 
because then its narcotizing effect becomes extremely 
dangerous. Thirdly, ne ver giv e it if..t h6 tongue be furre d. 
These rules, like all rules in medicine, are subject to cer- 
tain exceptions ; but when you arc beginning practice let 
me advise you, if you want to avoid making serious mis- 
takes, to keep them in mind. You will now require some 
rules as to when you ar e to giye.oninm . Always give it 
if the stools are very frequent and ac comp a nie d by much 
straining — that is to say, oases in which the lower part of 
the large bowel is particularly involved are those in which 
opium is specially indicated. Secon dly, if the stools, are 
.offensi ve and the jtongu e cle an, you have a combination of 
things which cries out for opium, because, as we have 
seen, this is due to the hurrying on of the contents of the 
small intestine by too rapid peristalsis; In such a case 
opium calms down the peristalsis, and so prevents putre- 
faction and diarrhoea; Thirdly, -you should always give 
opium m those cases in which the diarrhoea is of the lien 
teric type — ^that is to say, in which a motion tends to 
occur immediately after food is introduced into the 
stomach; Diarrhoea of this type is due to an exaggerated 
excitability of the whole intestinal tract, and opium is the 
only agent which can be depended upon to lessen fhig 
excitability; 

Two practical rules remain; One of these is, never waka 
a child UP to give a dose of opium . If you observe that 
rule you are not likely to produce poisoning. The child 
will sleep off an overdose of opium if you will let hirri ; the 
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danger is tliat tlie motlier or nurse may wake Mm up to 
give another dose when he is already in. a drowsy condi- 
tion. The remaining rule is that, as far as possible, you 
shoui^ 

iFby,its,^ — ^that is to say, measure out a drop or half a 
drop of the tincture (for the liquid preparations are the 
most convenient), and give it separately. The reason for 
tMs is that one often wants to withhold opium while 
going on with the other remedies. 

The _clir diarrheea. I need 

hardly describe, because it is conducted on the same 
general principles as that of an acute case. You do not 
require to starve such patients, but you select a diet m 
wMoh there is no nMk c^ or in wMch t he noilk has been 
thorou ghly peptonised, pr event_ cMlj, and choose one of 
the dtugs I have mentioned, according to the indications 
furnished by the stools. 

There is a form of chronic diarrhoea met with particularly 
in cMIdxen between one and two years of age, however, 
wMoh demands special description, and wMch may be con- 
veniently considered here. ^LtMs^ variety the stools are 
not much increased in number, but they axe large, pale, and 
ei^^dy ofEensive. The aMomen is "usually distended, 
and the ^pd becomes fretful, peevishj and powly loses 
flesh. Such diarrhoea may follow an acute attack, but is 
very often chronic from the outset, and sets in rather in- 
sidiously. You will be very apt to mistake such a ease for 
one of abdominal tuberculosis, or * consumptive bowels,’ as 
the mothers call it, and, indeed, the distinction between the 
two is often extremely difficult. The diagnosis is rendered 
all the more troublesome by the fact that such a condition 
of chronic diarrhoea seems to pave the way for tuberculous 
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infection, aaid it naay be impossible to say when that ha® 
taken place. This renders e£S.cient treatment at the outset 
all the more imperative. 

In dealing with such a case you will usually find it wise 
to sto p..aill ordinaay . tnilk , and to use whey inste ad of it^ 
adding to the whey small quantities of egg-white or cream 
to increase it® nutritive value. In addition to this you 
should give scraped meat, raw ox underdone, freely, and use 
malted or dextrinised foods instead of starchy materials. 

Chill must be carefully guarded against, and it may even 
be necessary to stqp the daily bath fpr_a time, and to see 
that_the abdomen is properlyjprotected by a binder, and 
that the legs are encased in cotton- wool. Opium is indis- 
pensable, and should be myen in doses of 1 minim for. every 
y ear of the child’s ^e_every six hom's or oftenOT, according 
to the severity of the case. It is well to combin e it with a 
c arnun ative mixture by day, and to give . a. small dose of 
grey powder and 3,or,4.gr§ins of aromatic chalk at bedtim©- 
In bad cases it may be advisable to administer nitrate of 
silvex in the manner I have already described. If all else 
fails you will sometimes find that change of air has a very 
good effect in such oases. 

There remains a special form of diarrhoea which I have 
not yet mentioned — ^namdy, tlftPr OOlitig- I speak of it 
separately because it is different from the other forms I 
have described in so far as it tends to be accompanied by 
ulceration, and to be confined to the large bowel and the 
lower end of the ileum. It may start as ileo-colitis, or any 
diarrhoea such as I have been describing may end by 
passing into a condition of colitis and idceration. One 
reason why this disease is of importance is that it is apt 
to be mistaken for another important disease — namely, 
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intussusception. You mil be apt to diagnose colitis a«3 
intussusception, and vice versa, and that is a mistake 
which is fraught with serious consequences. For this 
reason I bring forward the consideration of ileo-colitis 
separately. How shall you recognise it ? Its chief 
features are that i t is a ccompanied b y fever, by str aining 
OT j ^esmus, and by the passa ge of bi ood and mucus . 
How shall you tell it from intussusception ? In intus- 
susception there is less tendency to fever, there is usually 
vomiting, and you can generally feel the tumour either 
through the abdominal waU or per rectum,.* Mr. Barnard 
has pointed out a diagnostic sign of some value in dis- 
tinguishing these two conditions. It depends on the fact 
that the contents of the small intestine are unable to pass 
the seat of obstruction in intussusception, so that if you 
get any bile. on the napkins, or qn the finger after it has 
been passed into the rectum, you may conclude with fair 
certainty that you are dealing with a case of colitis, and 
not of intussusception. If your minds are open to the 
possibility of making this mistake you are not likely to 
fall into it often, but I have more than once known the 
abdomen opened in colitis under the impression that it 
was a case of intussusception, and I have known one case 
of intussusception which was allowed to die under the idea 
that it was one of colitis. So there is a real danger of the 
mistake being made. 

About the treatment of colitis there is little to say. 
I have practically described it in speaking of the treatment 

• In making a rectal esiamination in a case of intussusception tlio 
sphincter will often be found to he relaxed. The descending part of the 
bowel has been said to feel like the os xiteri, but sometimes it is rather 
soft, and may cling to one side of the rootutu, so tliat the examining 
-finger may pass by it if care be not taken. 
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of diarrhoDa in general. As the motions are frequent and 
accompanied by tenesmus, opiu m shoidd be given almost 
inya riab ly, oombinedj^th,.^^^ and later with 

large doses of bismuth. In this form of c^arrhoea you will 
find washing out of the bowel particularly useful, seeing 
that the colon is the main seat of the affection- Wash out 
with warm saline. Some recommend a solution of nitrate 
of silver, but I think it is of doubtful advantage, and is 
apt to produce pain. In chronic cases, however, a solution 
of argyrol or protargol (J per cent.) is often very effective., 



LEOTTJEE VII 

CtHRONIG CONSTIPATION IN INFANCfY AND 
CHILDHOOD 

Gentlemen, — O f the minor maladies of early life there is 
none commoner, or more far-reaching in its consequences, 
than that which I have chosen for my lecture to-day — 
namely, chronic constin ation. And the subject is of 
interest, not only on account of its immediate significance, 
but because it is very probable that the habitual constipa- 
tion of adxilt life, which eve:Q!:one Imows is one of the most 
pre valent of the minor m^adies of the people at large, often 
owes its origin to the neglect of habitual constipation in 
chiTdhnnd. Eor it must be remembered that the bowel, 
after all, is a creature of habit, and if it is to be trained up 
in the way it should go, its education must be begun early, 
and carried out persistently. I feel perfectly certain that if 
habitual constipation in early life were taken more seriously, 
and were more perseveringly treated, we should heat much 
less of chronic constipation in older persons than we do. 

It will be convenient for our purposes this afternoon to 
consider, first, chronic constipation in infancy, and, 
secondly, chronic constipation in older children, because one 
meets with the disorder both in the early years of life and 
also in what one may speak of broadly as later childhood. 
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OHEONIO CONSTIPATION IN INNANOT. 

I tMnk one may say at the outset that constipation in 
infancy is much com moneT in breast-fed than in bottle-fed 
children, I kno-w that in some textbooks the very reverse 
is stated, but I believe that to be a mistake, and I think 
anyone who keeps his eyes open here in the out-patient room 
will have seen that when an infant is brought for constipa- 
tion it is almost invariably a breast-fed child. 

It is difiGLcult to say why it is that breast-fed children 
should be so apt to suffer from chronic constipation ; cer- 
tainly I have not satisfied myself as to the reason for it. In 
some oases it may, perhaps, be due to so'im jiec'dicurUy in the 
rnst^ ^ inilh . For instance, one might mention as one 
possible peculiarity a deficiency of fat in the milk, and that 
certainly may be a cause in some instances. On the other 
hand, I feel certain that in some of them it is due, not so 
much to deficiency of any ingredient as to the milk being 
altogether too poor in quality, too watery, with the natural 
result that it is absorbed almost completely, so that there is 
practically no residue left to stimulate peristalsis. And in 
favour of that view is the fact that in many cases the 
hab itual constipation is aooompamod by persistent wasting, 
showing that the child is getting an insuf&oient amount of 
nutriment. That may explain some of the oases, though 
certainly not all of them. 

Then, again, there are oases of constipation which are 
accompanied by colic , where the child is mo re or less restless, 
draws up his legs, and shows all the signs which one 
associates with spasm in the bowels. And one finds not 
uncommonly that if one can remove the colic the consti- 
pation also disappears. In these cases I think we may 
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reasonably speak of the condition as one of spasmodic con - 
stip ation. There v/ould seem to be a spasmodic contraction 
of the bowel which is the cause of the colic, and which is at 
the same time an obstacle to the onward passage of the 
intestinal contents. 

There is another group in which there is reason to suppose 
that the irUestincd secretions are defective . For instance, you 
win rneet with cases in which the mother says that th e stool s 
are exceedi ngly hard, fri able, and even ch alk-like in appear- 
ance, and in those cases, I think, one is right in supposing 
that there is a defective secretion on the part of the intesti- 
nal glands, and possibly also defective secretion on the part 
of the pancreas and the liver, and that it is to this that the 
constipation is due. 

Again, it is possible, although it is difficult to prove it, 
that in some of these cases one has to deal ynth.^congmital 
gjony , or want of power in the wall of the bowel. Combined 
with this congenital muscular fecble^ness there may also be 
a deficiency of reflex nervous excitability, but there is no 
reason that I can tell you why that kind of constipation 
should be commoner in breast-fed than in bottle-fed babies. 
That is all I can tell you as to the cause of congenital 
constipation. 

There is another point about constipation in infancy to 
which I should like to direct your special attention, and it is 
that, for some reason or another, it is particularly com mon 
and obstin ate Jn,_oluldren_-Wh.OL_suffer_ from any form jjf 
mental defic iency. The forms of mental deficiency in 
which it is particularly apt to occur are cretinism , and what 
one can best term infantilism. Perhaps one should not 
really speak of infantilism as a form of mental deficiency, 
but it is at all events an arrested development in which to 
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some extent tlie brain participates, and in connection "with 
these conditions I have seen some of the most obstinate and 
severe forms of habitual constipation in infancy which one 
has ever met with. And the peculiar thing is that in such 
cases the administration of th3T:oid to the child may act 
almost as a lax ative. A few years ago I had to treat a 
baby, the chief complaint being that it suffered from con- 
stipation, and always had suffered from it to an extreme 
degree, so that a week or ten days might elapse without a 
spontaneous motion, I tried all sorts of aperients, but 
without success, the efforts extending over a long time. 
The child was born in South Africa, and the mothOT had 
consulted several people in tliis country about it, as well 
as on the Continent. The story she gave was that various 
laxatives had boon recommended, but that nothing had 
yielded success. One day it occurred to me that the child 
looked slightly cretinoid ; that is to say, although it was 
certainly not a well-marked cretin, still, there were features 
which suggested cretinism. So I started to give thyroid 
with the laxatives which had been prescribed, and practi- 
cally from the moment that combination was given the 
difficulty with the bowels disappeared. That is a good 
example of the fact to which I wish to direct your attention 
— ^namely, that habitual c onstipation is sometimes asspci- 
ated with m ental defioienoy. and in such cases I believe it to 
be due to impaired innervation. My opinion is that in 
these children the complicated nervous mechanism con- 
trolling peristalsis is either imperfectly developed, or at all 
events sluggish, just as one knows that other nervous 
mechanisms are interfered with — for instance, that which 
controls speech, or that which controls the complicated 
muscular movements concerned in the act of walking. 
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These children are late in learning to talk and to walk, and 
I believe that they are also late in developing a proper 
peristaltic control. 

Of the consej^^eiices.Qf lialbiitiaal .consIds^ton 

in the infantile period of life I have mentioned one — ^namely, 
that is perhaps one of the commonest conse- 
quences of it, or, at all events, it is one of the commonest 
concomitants of the sluggish action of the bowels. I have 
said that in some cases this wasting is to be explained by 
the poverty of the mother’s milk, which not only causes 
constipation in the way I have indicated, but also causes 
wasting. But that certainly is not the cause of the wasting 
in every case, because it not infrequently happens that 
when one gives an aperient to such a child, and begins to 
get a regular action of the bowels, it begins to gain weight 
straight away, even though there is no alteration in the 
feeding. It would seem, therefore, that there must be 
some cause for wasting in these cases other than mere 
deficiency in the constituents of the milk. What that 
other cause is it would be difficult to say. I thinlc that in 
some cases it is due to deficient secretion of the intestinal 
juices of which I spoke, which leads to imperfect digestion 
of the food, or perhaps to imperfect absorption of it. And 
when, by suitable aperients, one stimulates the secretion of 
the int^tinal glands, digestion and absorption are both 
improved, and in consequence the weight begins to go up. 
I think that in addition there is some reason to suppose that 
in some cases the wasting is due to the continual restlessness 
which the constipation causes. The child is kept constantly 
uncomfortable, and as the attaclcs of colic come on he 
screams and kicks about very vigorously. Also he sleeps 
badly, so that altogether he expends a groat deal more 
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mnsculai energy tban does tlie normal child of that age. 
'This all means a waste of tissue. 

Then, there are certain mechanical conseg[uenCM of 
habitual constipation which should be borne in mind. One 
of them is the result of the continual straining which the 
constipation induces. This strain falls most on the ab- 
dominal wall. And one of the most obvious of these results 
defodopment of Jierni a, and particularly umbilical 
hernia. One often sees u mbil ical hernia in ehild renjgho-aEe 
the Rnbienta of hab,itual_yongtma.i-,ir>u Another result of 
this constant straining to pass a motion is the occurrence of 
a partial 'pro la/ pse of the r ect um . There is a third and rarer 
consequence of habitual constipation which must be men- 
tioned, and that is dilatation of the colon. The exact mode 
of production of tliis condition, which is also known as 
‘ idiopathic dilatation of the colon,* or * Hirschsprung’s 
disease,’ is still in dispute. I have spoken of it as if it were 
the result of prolonged constipation, but it is only right to 
point out that many believe that dilatation and hyper- 
trophy of the colon may occur as a congenital defect, and 
be accompanied by obstinate constipation as one of its 
symptoms. Whatever the correct explanation may be, you 
will occasionally meet with cases — ^nearly always in boys — 
in which there is a history of inveterate constipation dating 
from birth, and in which you find the abdomen to be greaSiy 
distended, tympanitic, and often exhibiting visible colonic 
peristalsis. I had a case of this sort lately in a baby of ten 
months, in which there had been no action of the bowels for 
ten days in spite of the vigorous use of enemata. If you 
examine such a colon after death — ^and the causes are not 
infrequently fatal — ^youwill find that it is enormously dilated 
throughout most of its length, and the wall greatly thick- 
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ened, just as the wall of the stomach is in cases of pyloric 
ohstruetion. The curions thing, however, is that no actual 
cause of an obstruction can be discovered, certainly none of 
an anatomical sort. Hence the explanation has been 
advanced that the obstruction is really a physiological one, 
and consists in a neuro-muscular defect, in consequence of 
which a section of the colon is incapable of forwarding its 
contents. 

The treatment of dilatation of the colon is really surgical, 
and I only mention it here because of its association with 
constipation. 

Finally, there are reflex consequences of tliis habitual con- 
stipation, the result of the stagnation of intestinal contents, 
and the irritation by those contents of the wall of the gut. 
Amongst those consequences perhaps the most marked are 
;^turban(^s jsleep emd restlessness, often accompanied 
by twitching movements, and sometimes culminating in 
co nvu lsions.. On the other hand, little babies seem to 
sufEer much less from the toxic consequences of constipa- 
tion than do older children. That is probably attributable 
to the fact that the diet of infants consists almost entirely of 
milk, and that milk produces a less degree of intestinal 
putrefaction than does any other article of food. 

I shall now speak of the treatment of babitual 
constipation in infancy. And first I would emphasize 
that the treatment must be Tpersistent . You will find that the 
treatment adopted by the mother in such cases tends to be 
anything but persistent. The child is in most cases allowed 
to go on without a motion for two or three days, and not 
until then is anything done, and then the mother gets 
alarmed, and flies to castor oil or some other drastic 
aperient. This acts at the time, and then the cliild is 



CHRONIC CONSTIPATION 


log 


allowed to go on again for another two or three days, or 
perhaps longer, and the treatment is repeated, and so on. 
That, of course, is not the way to deal with a case of habitual 
constipation in an infant, gChe t reatment .of. these .oases 
should not be b-y means of drastio aperients, but bv means 
of th ose aperients which exert a mc»re,or less,.tonie,aatiorLQDL 
the bow ds. Your object should be in all these cases to 
educate the bowel to act spontaneously ; you do not want 
to have to go on giving aperients always, but to bring about 
a condition of affairs in which the bowels act spontaneously. 
Such aperients a s al oes and casoara sagrada are the beat , 
and in many cases one has to fall back upon one or other of 
those in order to produce a suitable action. But before I 
proceed to speak of the methods of prescribing aloes and 
casoara, I want to mention one or two other plans which are 
sometimes sufficient in the milder cases. In bottle-fed 
babi es, for instance, you will find that addin g phosphate of 
soda to the bottle is often enough to produce an action. 
You should add 5 to 10 grains to each feed . Or one may 
sometimes give manna, which has a laxative effect. It 
should be dissolved in hot water and added to the food. Or 
sometimes §. grain or so^of_sulphur given with the babys 
milk produces the desired effect. In breast-fed bab ies fluid 
Tna.gnp.sia is often found to be a useful aperien t. 

On the other hand, there are certain methods of treat- 
ment which you ought to avoid. One of these is any 
attempt to treat constipation in the child by administering 
aperients to the mother. One can only call that a very 
roundabout and unsatisfactory method of trying to reach 
the child’s complaint. Many people believe, however, that 
that method of treatment is efficacious, and you will find 
that sometimes sulphate of magnesia is administered to the 
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mothei ■witt tliat object. If you ■wiU tMnk it over you ■will 
see that the orly chance of this acting is that some of the' 
sulphate of magnesia may be excreted in the milk, and so 
reach the child’s intestine. If the mother sufEers from 
constipation there is no cons-bipating principle excreted in 
her milk that I know of, and the only conceivable way in 
which laxa-tives could act upon the child if given to the 
mother would be by reaching the child through the milk. 
But that is so uncertain that it is not a method which could 
commend itself to any rational therapeutist. Again, I do 
not think the tendency to administer aperients by the lower 
bowel is much to be commended. That is a method largely 
in vogue in the nursery, in the form of soap suppositories or 
small injections. In some cases that treatment is good 
enough — ^that is to say, in those cases where the constipation 
is due entirely to stagna'iion in the large bowel and the 
defective action of the lower part of the large intestine. 
But if, as I tliink there is reason to suppose, many of those 
cases are due to a cause operating much higher up in the 
intestine, such a method of treatment is not to bo com- 
mended, because it acts upon one section of the bowel only. 
The habitual use of laxa'dve enemata or suppositories is also 
apt to result in a certain amount of irritation of the rectum, 
setting up a chronic catarrh or proctitis. For these reasons 
this method of treatment is not to be commended. 

an accessory to bringing about a.prpper and regular 
a^on of the.bo'vv:^,mafsogf6 is always a plan to be adopted. 
It undoubtedly helps where the constipation depends upon 
a defective muscular tone in the large bowel, and it can 
easily be carried out by the mother by rubbing the abdomen 
along the line of the colon systematically for five or ton 
minutes two or -three times a day, at the same time kneading 
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the bowel. If necessary, a small amount of any tmguent 
or oil may be used to prevent breaking of the skin, but I 
think it is futile to expect that by rubbing anything on the 
abdomen it will find its way in, and produce laxity of the 
bowels in that way. One has known an aloetic preparation 
used with the idea of it being absorbed ; but that, like the 
method of trying to bring about an action of the bowels of 
the baby by giving the mother a laxative, is very un- 
satisfactory. The oily substance which you rub on the 
abdomen acts mechanically if it acts at all, and is only used 
to prevent irritation of the skin, which might otherwise 
follow the rubbing. 

I have said that one has to fall back in all obstinate cases 
upon o ne o r other.jQf .the tonic aperients, such as aloes pi 
casca ra. Aloes is best given to little children in the form 
of the Mssiise- a child aged six months J_fo 5 mimms 
will be sufficient. With that you may combine some other 
aperient drugs, because in children, as is probable also in 
adults, aperients of ten act be st wten g iv an in combination. 
One form of aperient acts on the muscles, another on the 
nerves, and another on the secretions, and you want to 
combine the actions of all. We do not know exactly what 
is the actual factor at work in the production of any given 
case of constipation. Certainly I do not pretend to know 
definitdy whether a given case of constipation is due to 
defective muscular action, or to defective secretion, or to 
defective nervous control; therefore in the treatment it 
is better to give a small amount of an agent which will act 
upon each of these different constituents. "Sot instance, 
one can give 3 o r 4 ngjBTn?^ tincture of aloes with the idea 
of stimi^ting the per istals is of th e intotines;. and also 
10 graiM oj^s uiph ate of soda to in^|gfe„®«retkfflu. One 
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has to remember also that aloes has a griping action, and it 
is necessary to put something into the medicine to prevent 
it. Of the preparations with that action, one of the best 
is belladonna, so that one adds about 1 minim of the tinc- 
ture of belladonna to the mixture. It is always well to 
give in addition a carminative (such as syrup of ginger, 
20 minims), and peppermint-water to 1 drachm. Some 
such mixture as that may be given both night and morning, 
or it may be given three times a day, or oftener. One has 
to find out what dose is required to produce a daily action 
in the case with which one has to deal, and, having found 
what dose is required, one should maintain it for a number 
of weeks. It should then be gradually discontinued, and 
probably one will find that by the end of that time the 
bowels have learnt to act spontaneously. Sometimes even 
that combination of aperients is not sufficient. Some of 
these causes are so obstinate ..that.even stronger measures 
are necessary to bring about what is desired. And in such 
a case you may add syrup of se nna, which acts on the 
small bowel as well as the large one, 15_to 2 0 mi nims of the 
syrup being added to each dose of the mixture. I have 
recently used in some cases of chronic constipation in 
infancy the new synthetic aperient which goes by the name 
of ‘ purgen.’ It produces fairly satisfactory results if 
given in doses of f to 1 grain twice a day, but I thinic it 
acts mainly by st i mul ating secretion, and does not seem to 
exercise any tome efiect, such as does alo^. It has the 
advantage of not griping. 

Some special indications for the use of drugs may bo 
gathered from the study of the motions. If they are white, 
^jdky, or friable, you will find that there is nothing so good 
as podophyilin. It is best given in the form of the tincture. 
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1 or 2 TniTiiTna two or tiiree times a day being the dose. It 
may eitber be added to the mixture which I have desmbed, 
or it may be given by itself, j^there Js_miich_straining, 
a^ the motions axe hard and passed with much difELculty 
and tenesm us, I think you will find that stdnhu r gives 
specially good results. I use it in the form of the confec- 
tion. in half -teaspoonful doses. It softens the motions in 
a wonderful way, and children take it well. 

CONSTIPATION IN LATEE CHILDHOOD. 

So much for constipation in the period of infancy. ITow 
we pass to consider its occurrence in later childhood. 
Here, as I indicated at the outset, the malady is often the 
result of the neglect of constipation during infancy, but 
in some cases that is not the cause, the constipation being 
acquired, and coming on after the child has out the second 
teeth. In some of these oases it is J[M..te,4®?§®tiy®.diet, 
to the child not get tin g a s ufficiency of t hose thing s which 
stimTilate peristals is. That is to say, the diet is either 
altogether deficient in bulk, or it is deficient in those articles 
which contain a quantity of cellulose which one knows are 
specially calculated to produce an action of the bowels. 
I ^bink it is easily possible to exaggerate the importance 
of the dietetic causes of constipation, and as an inference 
from that we may safely say it is easy to exaggerate the 
amount of improvement which you are likdy to obtain by 
an alteration of the diet. I am certain of this, that there 
is scarcely any case of constipation bad enough to be 
brought to the doctor for treatment which can be treated 
efieotivdy by change of diet alone. It sounds plausible 
that if you give things which will stimulate the bowels, 
bulky things or those which contain stimulating principles, 
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you will efiectually remedy the condition. But I am- 
perfectly certain that if you attempt to carry that out in 
practice, you will he disappointed in the majority of cases. 
Further, if your dieting fails to do gpod, then you may he 
certain you will end hy doing harm ; for if you increase the 
bulk of the diet without remedying the constipation, the 
result is that the bowel has still more work thrown upon 
it, the accumulation becomes greater, and the chances of 
dilatation and atony axe increased. So I would say to 
you that if your dietetic means do not answer at once they 
axe likely to do more harm than good if persisted in. After 
all, there is nothing very mysterious in the way in which 
dietetic means act. They either act mechanically by stimu- 
lating peristalsis, or they act — as prunes, for instance, do — 
because they contain laxative principles, and it is much 
easier to regulate a dose of senna than a dose of prunes. 
In the one case you know exactly what you are doing, but 
in the other you do not, and I do not see why prunes should 
be preferred as an aperient to senna. It is true one is a 
common article of diet and the other is not, but that is 
not a special commendation. So, although a modification 
of the diet may be necessary in such oases or advisable, in 
all your more severe cases you will require to fall back on 
drugs. 

In other cases of habitual constipation in the later period 
of childhood the condition is due, no doubt, as in the adult, 
to some secre tory or muscular fauH; in the bowd, or to some 
sluggishness of reflex action, or possibly to a combination 
of these causes — ^that is to say, to deficient innervation 
along with defective muscular action and secretion. And, 
as I have said, I do not think anyone can pretend to know 
with certainty which of these causes it is that is at work 
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in any given case. I would •warn you here about a fallacy 
into wMch one is tempted to be led, and that is of mistaking 
an in s u fficient action of the bo'wel for a natural action. 
Again and again you will be told by the mother that the 
action of the child’s bo'wels is regular. And so it probably 
is, but it is insufficient ; there is not a complete evacuation 
every day ; only a certain amount is passed, while a certain 
amount is retained. The inference from this is that if you 
are dealing -with a child whom you bdieve from its symp- 
toms to be subject to constipation, you should not be 
deterred from administering aperients just because you are 
told by the mother or the friends that the bo'wels act regu- 
larly. Over and over again I have found great benefit 
from gi'ving aperients to children in spite of the assurance 
that the bowels were regular. 

The results of constipation in later oMldbood 
are even more far-reaching than in infancy, and for this 
reason : that you have the tosic effects superadded to those 
which are due to reflex irritation, which I have mentioned 
as being chiefly at work in the case of the infant. You 
will find that olde r chil dren who .suffer fr^m co^tipat^n 
a re al ways dul l an d lang u id; they suffer from headach e 
and defe ctive a ppetit e, and in particular from disturbed 
sleep . They are .jcestiess and ner vous at night. Again, 
yon will find that, as a consequence of the •toxaemia, -their 
tempers become affected, and they are depressed, irri- 
table. and peevish . You -will also find, as a result of the 
retention of the intestinal contents and the production of 
an excess of mucus by the irritation of the soybala in the 
bowel, that the lodgment of worms in the intestine is 
encouraged; indeed, I would say that -the -treatment of 
threadworms in most oases consists in giving regular laxa- 
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tives. You will find there is a raiex consequence of con- 
stipation, and one which is apt to be overlooked, and that 
is pyrexia. You will have cases brought to 

you every now and then — and very puzzling they are unless 
you are warned about them — ^in which the mother tells 
you that the child at intervals of a few weeks becomes 
feverish. There is nothing else obviously wrong with the 
child, but at night the te mperature goes up to 102^or 103°, 
and that sort of thing may go on for several nights in suc- 
cession, and may subside without there being any other 
special manifestation of illness. I saw not long ago two 
little girls, in both of whom the history was that the child 
had suffered for some months from the attacks of pyrexia 
such as I have mentioned. AU sorts of treatment had been 
adopted, but without any benefit. I was told that the 
bowels acted regularly, but, in spite of that, I gave aperients, 
and pushed them until there were two liquid actions every 
day. That caused the pju'exia to disappear. How the 
pyrexia is brought about in such cases I do not Icnow. It 
may be toxic, but, at all events, I would say that if you 
have a child brought before you which suffe rs from recur- 
rent attacks of pyrexia wit hout any apparent reason, you 
will do wisely to order tha.* child anerientsr ind in the 
majority of cases that treatment alone will be successful. 

Now to pass to the question of the trea>tllient Of 
constipatioxL in later childhood. You will give your 
attention, or direct the mother’s attention, to the ordinary 
hygienic rules, to the importance of suitable diet, if neces- 
sary, to reg ular exercise s, to massage , of the a b domen, or 
perhaps abdomin a l exercises , and sometimes even to cold 
douching or sponging of the abdomen. All of these measures 
help, and should be tried first. In some cases, again, you 
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■win find it advantageous -fco order larger q'oantities of 
liquid to be d runk. There are some children who do not 
drink enough water, and in certain cases, where the motions 
are dry, you will find that merely drinking larger quantities 
of fiuid is sufficient ■fco bring about a satisfactory result. 
But in the majority of oases you ■mil find that these means 
alone are not sufficient, and at last you have to fall back on 
the ■use of aperients. Here the principle which I laid down 
for infants applies with greater force ; that is ■to say, the 
■treatment which you adopt must be persistent and con- 
tinuous, and not spasmodic and intermittent, and the 
drugs which are used should be those which have a tonic 
efiect on the whole of the bowd. Here, again, casoara is 
very useful, given preferably as the elisir, or you may give 
aloes in the form I have indicated. Of course, you will 
require to increase the dose in accordance ■with the age of 
the child. In some cases quite a large dose •will have to be 
given. I have had to give as much as a drachm of sulphate 
of soda and 16 Tuinima of tincture of aloes, •with some syrup 
of senna, ■three or four times in the day before a satisfac- 
tory result was produced. You should give an increasing 
dose until you get at least two liquid motions in the day. 
Ha'ving reached that point, you continue the same dose for 
some weeks, and then gradually leave it off, for at the end 
of that time you hope to have brought about a spontaneous 
action and educated the bowel to perform its function 
properly. Here, too, as in the case of little babies, there 
are sometimes special indications to be derived from the 
character of the symptoms. "Where, for instance, there 
is reason to suppose that there exists a sluggish action of 
the liver — whatever that may mean — ^where there is de- 
pression of spirits, and a yellow conjunctiva, and a furred 
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tongue, you only got the best results by giving a so-called 
hepatic aperient in addition to the other drugs which I 
have rocommended, and one of the best of these is mercury. 
One may give it in the form of grey powder at night in 
addition to the aperients I have described. If t here is 
much mucus in the motion s and wor txis are p r^e nt, I 
prefer to give m ercury along with r h ubar b . 5 to 10 gr ains 
of powd ^ed rhubarb, '^th 1 or more grains of grey powder, 
being given in the form of a cachet. You will find that the 
rhubarb has a tonic effect upon the mucous membrane — 
or an astringent effect, as some regard it — and one of the 
consequences of its administration is that mucus ceases to 
be secreted in such a large amount as before. The result 
is that the worms no longer find lodgment, and so they 
disappear. But rhubarb has not that tonic effect on the 
muscular part of the bowel which belongs to aloes and 
eascara. It has an astringent after-effect, for which reason 
many people object to its continuous use. But in many 
cases, in combination with grey powder, it gives better 
results than anything else. That is the principle to go 
upon in your treatment — ^to select a tonic aperient, and ad- 
minister it persistently. If you are persistent, it does not 
matter very much what laxative you give ; you may find 
one child will react better to one form, and another child 
will do better on another form. The great thing to bear 
in mind is the education of the bowel, and in a child it 
should always he possible to do that. In chronic constipa- 
tion in the adult the bowel seems to he almost ineducable, 
but in the case of the child one ought always to be able, 
by persistence, to train it properly. By persistence one 
means treatment carried out often over weeks, or even 
months, and it is always well to warn the parents that the 
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treatment must necessarily be prolonged, and tbat they 
must not be discouraged. If this persistence is practised, 
I am sure that the reward will be, not only the relief of 
the immediate symptoms, but the prevention, possibly, in 
after-life of habitual sluggishness of the bowels and all the 
consequences which follow in its train. 



liEOTUEE VIII 

THE WASTING DISEASES OP INFANCY— 
MAEASMUS AND CONGENITAL SYPHILIS 

WASTINa. 

GENTiiEMEisr, — ^In tMs lecture I wish to consider with you 
wasting as a symptom of disease in infancy.- When you 
go into practice it occur to you almost every day to 
have a baby brought to you with the complaint that it is 

wasting'' 

The mother will tell you, in the common phrase, that it 
was ‘ a beautiful baby born,’ but that either from birth 
or at some period subsequent to birth it began to waste.’ 
And very commonly you -will find on inquiry that the child 
began to waste when artificial feeding was adopted. I 
would point out to you that wastmg iqnot a disease in 
itself ; it^^ strictly speaking, a sypaptp^ not a dise ase.' 
So when a child is brought to you with this complaint it is 
yo-or duty to try to find out to what the wasting in that 
particular case is due ; and there are many possibilities 
which must present themselves to your mind.- 

The first is that t^e feeding may. lie InsxiAclent. 
That is the first possible cause of wasting, and, of course, 
a most natural one. If the case be one of a breast-fed 
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child you may find on analysis of the milk that it is pooi 
in fat, or that the total quantity secreted is small. If it 
be a bottle-fed child you ■will find that by increasing the 
S'trength of the mixture on which the child is fed, or by 
giving more at each feed, it ■will s'fcarb to gain weight. So 
there is no great difficulty in diagnosing wasting from mere 
insufficiency of noxirishment. 

Then you may h.ave, as a second cause of wasting, 
Inal blllty on th e par t of tlie child to That 

is a cause which you are more hkefy to overlook. The child 
may be tinable to suck the breast or the bottle be cause 
^Jocal conditions — I mean such things as stoma'tit is. an 
inflamed a nd painful condition, of the mouth, which makes 
the movements of the tongue in sucking productive of 
acute pain. In such a case the child will cease to suck, 
and whilst the local condition lasts he will waste. But 
that, as you wiU see, is not likely to be a catise of chronic 
or prolonged wasting, because those local conditions in 
the mouth are, fortunately, usually of only short duration.- 
Then, a child may be unable to suck because he is unable 
■to .breathe. I mean that if the nose be blocked up the 
child has only one channel left by which both to breathe 
and to feed, and in that case he is unable to breathe whilst 
sucking ; and o'wing to that he is probably unable to get 
down a sufficiency of nourishment, and so again wasting 
occurs. Other local causes are such conditions as hare- 
hp or cleft-palate. I have known children waste severely 
on account oF their inability to suck from the presence of a 
cleft-palate. 

In the third place, I would remind you again of the 
possibility, in the case of bottle-fed children, that tlie 
teat m ay T>e niisqita,Me. I saw a child not long 
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ago, for instance, wHoli was bronght to me wben a month 
old, and weighed only 6 pounds 7 ounces. At first I could 
fiud no obvious cause for the wasting. I made a little 
modification in the feeding, and it was brought a week later 
weighing 6 pounds 5 ounces; Still I could find no ex- 
planation for the loss of weight. The child came back a 
week later weighing 6 pounds 4 ounces. Then I looked 
at the teat, and found it was of the ‘ leech-bite ’ form, 
which, as I told you before, often prevents the milk 
coming through easily; I recommended that the bottle 
should have a new teat, which was done, and the child 
was brought back the next week weighing 6 pounds 
10 ounces, and in a fortnight it weighed 7 pounds 12 ounces. 
That is an example of how real this cause of wasting may 
be, no matter how trivial it may appear; 

In the fourth place, an infant may waste on account of 
gersi@l;e9.t J.&dig;estiqxi — that is to say, if a child is 
getting a mixture which is too strong for him, a mixture 
which is chemically quite sufficient to supply his nutritive 
requirements, but which is too strong for the digestive 
organs, that child will waste, with the ordinary symptoms 
which I described to you in the last lecture — ^namely, colic, 
vomiting, and probably occasional diarrhoea. So that the 
treatment of this form of wasting will resolve itself prac- 
tically into treatment of the disorders I described to you 
when we last met. 

A fifth cause, and one which you must never overlook, is 
the possibility of the e^stence of organic disease. 
IJ refer particularly to congenital syphilis, to latent tuber- 
culosis in some form or another, and, though this is rarer, 
to the presence of an undiscovered empyema. All those 
forma of organic disease may be the cause of serious 
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wasting, and I sliall consider them separately in a few 
minutes; 

We come now to the last group of cases in wMoK one finds 
wasting, those, namely, in which there is 210 Sippafeuti 
or discoverallle cause. It is to that group, a com- 
paratively small one, that the term ‘ marasmus,’ or, as it is 
sometimes called, athrepsia, is strictly applicable. I do 
not think one has any right to talk of marasmus when one 
is referring simply to a case of insufi3.cient feeding, or where 
one is dealing with persistent indigestion, or where there 
is an organic cause, such as those I mentioned in the fiith 
group. I think one should reserve the term marasumf 
for those cases where there is wasting _for which one 
can find no sufficieiit explanation. I saw recently in 
the post-mortem room an autopsy upon a baby which 
belonged to this group, and the house physician who 
brought the organs to me said he was puzzled at being 
unable to find any evident cause for the child’s death; 
That is exactly what one expects in those cases. You 
search the body thoroughly after death, but can find no 
reason at all for the wasting and fatal issue. Naturally, 
theories have been advanced to account for such an occur- 
rence. There are some who state that if you examine 
the alimentary canal histologically in those cases you will 
generally find it to be the seat of microscopic alterations. 
They assert that you will find mal-development of the 
lymph-foUides and Peyer’s patches, and that you will 
find also atrophy and catarrh of the glands of lieber- 
kiihn. On the other hand, it is denied strenuously by 
others that these apparent microscopic findings have any 
significance at ah. They say you will find them as 
commonly in children who are not wasted, simply as 
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a result of post-mortem change, and if you inflate the 
bowel of children who have died from other diseases you 
will find a similar alteration brought about purely mechani- 
cally. There is perhaps more to be said for those who 
maintain that this condition of apparently causeless 
wasting is not due to anything on this side of the alimen- 
tary canal at all, but that it is a tissue vice, a failure of 
assimilative power on the part of the tissues generally, 
perhaps on the part of the liver particidarly. I confess 
that that sounds rather vague, and I admit it is vague, 
but I do not know of any way in which to put it more 
clearly. And such a condition is not unthinkable. You 
can find analogies for it in certain diseases of grown-up 
persons. There is the failure of assimilative power with 
regard to carbohydrates in diabetes ; you know of a 
similar failure as regards fat in some cases of obesity, 
where the fat is stored up instead of being consumed. 
There is also the failure of assimilative power with regard 
to proteins in some forms of gout. And it is possible 
that some children come into the world with congenital 
inability on the part of their cells to assimilate nutriment 
properly ; and the conditions under which many maras- 
mio children are bom would conduce to that congenital 
feebleness. They are often born at the end of large 
families, when the reproductive power may be assumed 
to be on the wane, or to be partially exhausted, and they 
have often been brought up under very unsuitable hygienic 
surroundings, and probably have been always badly fed. 

So much for the pathology, if one may call it so, of this 
condition. The symptoms I need hardly describe to you. 
The chief one is persistent loss of weight, and in the group 
of cases which I am now particularly considering — ^those 
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to wliioli tte term ‘ laarasmus * is strictly applicable — there 
need be no other symptom at all ; no special disorder 
of digestion, no diarrho ea, and no vomiting . The child 
simply goes on losing weight, with varying rapidity ; he 
becomes shrunken and emaciated , and finally presents 
that picture" oF extreme feebleness and atrophy which is 
so commonly seen in the out-patient room (Fig. 5). 

The treatment of marasmus you will find by ^ 
means satisfactory . The treatment of wasting due to many 
of those other causes I have mentioned is quite easy. It is 
easy to increase the amount of food, or to alter it. It is 
often easy to correct indigestion, or even to deal with 
some forms of organic disease, but it is not easy to improve 
the assimilative power in one of those marasmic children; 
You will find that you exhaust all your ingenuity in devis- 
ing mixtures of artificial foods without any success ; and, 
indeed, these are the oases which are brought to you with 
the history that they have had all sorts of foods without 
any benefit. If you can, you will probably find that the 
best thing to do with those marasmic children, assuming 
that they are not being fed from the breast of the mother, 
is to get them a wet nurse. They certainly do bet ter o n 
human mUk th^n on anything else , and you will save a 
certain proportion of them by having recourse to that 
means. Failing tha t, you often have to use the most 
easily digested mixtures which you can find. For instance, 
pe ptoniz^ mil k m a y be used, and by extreme care in 
feeding, and by husbanding the child’s strength at the 
same time — ^that is to say, by keeping him veiy warm, so 
that his expenditure of heat is comparatively small — you 
may sometimes be able to tide bim on until the period when 
the first teeth are cut. Fortunately, about that period 
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tlie digestive power of sucli children often appears to 
undergo a sudden alteration for the better, and towards' 
the sixth month they begin to be able to deal, not perhaps 
with milk, which in these cases often presents a great 
difficulty, but they begin to be able to digest starchy 
foods, and thrive upon them ; and after that all the 
difficulties which you have been combating may dis- 
appear. But you have to be prepared for frequent dis- 
appointment, inasmuch as these children often go per- 
sistently downliill and die, no matter what you do for 
them: One peculiar symptom which you are likely to 
meet with to wards the termination of these cases of 
marasm us is_that the temperature, which has been pre- 
viously normal, or perhaps subnormal, rushes up to a very 
high point. I have known it go to 108° F., and even 
higher. This development of hyperpyrexia in the last 
hours of life is a thing which occurs not uncommonly, and 
you may perhaps think, on that account, that there will 
be signs of tuberculosis after death, but you do not neces- 
sarily &ad such signs at aU. I do not know what it means, 
but it is always a symptom of grave significance: I have 
never known apase which developed it survive more than 
a few hours at the most: 


CONGENITAL SYPHILIS. 

I will now pass from the subject of marasmus to con- 
sider those two organic diseases, congenital syphilis and 
tuberculo^Sj. which so often manifest themselves chiefly 
by the symptom of wasting. We shall take COXLgfenl'tal 
syplllUs first. I shall not deal at all exhaustively with 
itj and I shall not describe it as it occurs in older children. 
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I want merely to deal witli congenital sypMlis aa it occurs 
‘in young infants, and particularly to tell you how you are 
to recognise it, because upon its recognition, I need hardly 
say, the proper treatment of that group of cases in which 
the wasting is induced by the existence of the sypMlitio 
taint must always depend. 

In the first place, if you suspect that congenital syphilis 
may be the cause of wasting in a ease with which you 
have to deal, you must inquire carefully into the 
history. I have previously told you that you must 
inquire carefully into the family history of all infants, 
but you must particularly do so in those whom you sus- 
pect to be the subjects of this disease. You will ask 
about the health of the previous children ; about the 
number of still-births, if any ; whether there have been 
any miscarriages ; and whether the child before you was 
carried to term. You may get a positive history which 
is extremely suspicious. You may have a narration of 
cases of still-birth or repeated miscarria,ges, or the present 
child may have been prematurely born. But you must 
be prepared every now and then to hear, in a case in which 
you may conclude on other grounds that the child is the 
subject of congenital syphilis, that the family history is 
good; In other words, you do not always get a suspicious 
family history, and you must not be led off the scent by 
its absence. What, then, are the signs by which you will 
recognise the existence of the syphilitic dyscrasia in a 
young child ? You will often, by a mere casual inspec- 
tion, be able to decide almost at once that the child is 
the subject of syphihs. There is the characteristic facies 
which has been often described. The c hild has a shrunken 
or wizened up appearance^ The skin has a curious earthy 
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tint, ■wliicli tas been compared to that of a mixture of 
cofiee and milk, and the jiose often shows a depression of 
the bridge. There is commonly also an a bse nce or a 
scan tiness of the eyebrows.. When you look more care- 
fully at the head you will find frequently, although by 
no means always, a peculiarity of the hair to which I want 
to direct your special attention. This peculiarity of the 
hair has never, so far as I know, been described in books 
on this subject, but you will often find it of very real 
service in diagnosing congenital syphilis. You wall observe 
in many of these children that the hair is^ unusually long, 
that it is straig ht, fine in textur e, and usually dark in 
colour , suggesting fur rather than hair — a combination of 
things which one is in the habit of describing as the 
‘SypllilitiC wlgr.’ The existence of this as a sign of 
congenital syphilis in early life was pointed out to me some 
years ago by Dr. W. S. Colman, and I have frequently found 
it of the very greatest value in diagnosing early cases of 
congenital syphilis. I shall show you immediately lantern 
slides illustrating examples of the syphilitic wig, in order 
that you may be able to recognise-it afterwards (Kg. 8). 

You win fin d signs In the bones in many cases also ; 
a bossing of the fron t o-parietal eminenc es is a common, 
but not an invariable, sign. The existence of those areas 
of softening behind the ears and along the occipital suture, 
to which the term ‘ cranio-tabes ’ is applied, is frequently to 
be made out. You will often find also that there is a slight 
degree of hydrocephalus, and tl^^he veins, on the scalp are 
groBoinent^ and (hstended (Fig. 9). Along with that you 
may observe a curious ridging of the edges of the sutures, 
and a sli ght thickening round the margm of the anterior 
fontanelle, the bone being, as it were, slightly heaped up. 
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I do nofc say ttat such heaping up is invariably due to con- 
genital syphilis ; but^ like head-bossing and cranio-tabes, 
I think it is more commonly due to that than to anything 
else. Then, passing down over the child, you "will fre- 
quently find the existence of an eruption ; but here, 
again, not necessarily always. Nor is the eruption of 
congenital syphilitic disease always easy to recognise; 
It occurs, as you probably know, more commonly about 
tiie^nates than anywhere else. But you will remember 
that in that region also eruptions of the nature of inter- 
trigo, due to irritation by the stools or by the urine, are 
not by any means uncommon, and you will not always 
find it easy to tell when you are dealing with a syphilitic 
eruption and when you are dealing with one which is due 
to this irritation. But there are certain points which will 
help you. One is the colour of the eruption. In con- 
genital syphilis it has tha t coppery tint which is so charac- 
teristic of syphilitic skin lesions wherever found. You will 
find also that whereas an intertrigo rash appears only on 
the opposed surfaces, those which touch one another, a 
syphilitic eruption tends to wander down over the limbs, 
perhaps over the calves, and tends to appear on the soles 
of the feet or the palms of t]^_hands. And when it 
appears in these situations it often has a silky or glisten- 
ing look, Condylonaata may also be met with, but rarely 
below the age of one year (Fig. 10). 

SxLtLf9.ill^ is another common sign, as you know, but 
I would warn you not to a-btach too much importance to 
it. Snuffling and the presence of an eruption are signs 
which are apt to be overrated as a means of diagnosing 
syphilis, for those two signs in children are not by any 
means always due to that disease. Moreover, many 
syphilitic children do not have snuffling at all. Other 
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causes of it are tte presence of a mere cold in the Lead, 
or the existence of adenoids. I shall have a good deal to 
say in a subsequent lecture upon the subject of adenoids 
in children ; and I only want to point out now that 
adenoids do occur in infancy, and that they may give rise 
to snuffling and discharge from the nostrils which you may 
mistake for the signs of syphilis. A cold in the head you 
should not mistake for it, because the cold is usually of 
shorter duration, whereas the sn uffling of congenital 
syphilis lasts for some time. T he snufBing of syphilis 
dues, not begin immediately after b^h; there is usually 
an interval of at least two or three weeks, and it is ^Iways 
accompanied, sooner or lat er, by th e discharge of a y ehowish 
^ts^mg^fluid from th^nose; 

There are certain other symptoms which you may look 
for. One is the existence of tMo kenings of the phalanges 
— ^what is called daot;^Iitis. You will find 

that of help in the diagnosis in a few cases ; and I have 
also known cases recognised by the existence of gum- 
matous deposits, particularly gxunmatous epididymitis, 
which may occur in quite young infants. You will perhaps 
get some hdp from an examination of the viscera. You may 
possibly find ^lenic enlargement. This occurs in 
about 50 per cent, of cases of congenital syphilis, but you 
must not expect to find it great in degree. A spleen which 
has been enlarged by congenital syphilis is not often very 
big ; it is palpable, but usually not more than that. An 
afiection which also occurs sometimes in this disease is an 
inflammation of the ends of the^ l ong bones , sy phUitiO 
epiphy sitis. I have seen recently two cases in the out- 
patient room, one of which was shown at a meeting of our 
Medical Society; It is an affection of the ends of the 
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bones at tb.e point where ossification is going on, leading 
to enlargement, and tenderness ; and on accoimt of the 
tenderness there is a loss of ability to nse the limb, some- 
times spoken of as syphilitic pseudo-paralysis, so called 
because it is not a genuine paralysis, but an inability to 
make use of the limb from the esistence of pain; 1 shall 
have more to say about that when 1 talk about paralysis 
in infancy generally. 

Last, I would mention a symptom which has been 
emphasized by Dr. Eustace Smith, and which one some- 
times finds of use in diagnosis, and that is yestlessaess 
Syphilitic children, for some reason or other, 
are apt to be wakeful and restless at night, and to cry a 
great deal at that time. Dr. Smith suggests that this may 
be due to the existence of periosteal pains, just as there are 
often pains in the bones of adults who sufEer from syphilis; 
At aU events, you will sometimes find that this symptom 
will put you on the right track, and enable you to diagnose 
the existence of a syphilitic taint; 

When all is said and done, and you have all these pos- 
sible signs before you, there will still remain a residuum of 
cases in which you must be in doubt, because there are 
many children who waste merely because they have a 
slight syphilitic taint ; they are not, strictly speaking, 
sufferers from congenital syphilis, but there is a syphilitio 
strain in the family, and there is enough of the poison in 
them to affect their nutrition adversely ; and it is in these 
cases that one often has got to be guided in the diagnosis 
by the results of treatment, by giving antisyphilitio 
remedies, and seeing what happens. You will remember 
I showed you some charts of wasting infants, in whom the 
administration of gray powder at once caused a gain in 

9—2 
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weiglit, and in a certain proportion of tliese cases that 
residt is probably due to the existence of a congenital 
sypbilitio taint which one has overlooked. I told you 
that it is not invariably due to that. I think one sees 
gray powder cause a gain in weight in cases in which one 
every reason to exclude syphilis ; but in some of the 
cases the explanation of such a rise in weight may be that 
the child has been slightly afEected by this disease; 

If you have satisfied yourself that wasting is due to 
congenital syphilis, there is a definite line of teeatment 
marked out. You have to treat the syphilis by mercury, 
and the best way of doing so is by the mouth, giving 
^ grain of gray powder in this way four times a day. 

.I,| W || ■■ W jiii W Jlr ^ 

Begin wit h ^ gr ain in the morning and ^ grain at_mght, 
until you have got up to tfiat 3.ose four times a day. tt 
is importan t to recognise signs of ov erd osag e. How shall 
you know when you are giving too much mercury ? You 
know that you can recognise overdosage in adults by the 
occurrence of salivation ; but infan ts _never salivate with 
merctuy. I do not know why that is, but it is probably 
due to the fact that the salivary glands do not develop 
well until the teeth are cut. At all events, salivation is 
not to be looked for when giving mercury to young children. 
The gre^a t sipi in infants is the appearance of diarr hoea; 
"^o iidunng your treatment -vn^ mercui^ ^<S!rrhoea 
develops, remember it may be due to the giving of too 
large doses. 

Zow long* shaU yon continue to give 
mercury ? That is a question which often presents 
real difficulties in practice. Many people advise you 
to stop giving mercury when all the symptoms have dis- 
appeared. I think those who recommend you to c ontin ue 
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the treatm ent for near^ a j'ear, in at least moderate doses, 
are probably better advised.- There is a danger in stopping 
too soon; Over and over again it has been my experience 
to stop mercury when everything seemed to be going on well, 
and to have the child brought back a month or so later 
with definite signs of syphilis again. Of course, you often 
find it difficult to persuade mothers to allow treatment to 
be carried on. The tendency in hospital practice is for 
patients to cease attending when the symptoms have dis- 
appeared, so you must impress upon parents at the outset 
the necessity for prolonged treatment. Sometimes you 
will find it difficult to give mercury by the mouth ; there 
are some children in w h om even guite smah doses j>roduc6 
diarrh oea, and i n these cas es inu nction into the sldn is a 
good method o f treatment. I generally use blue oint- 
ment , about ^ drac hm of it being rubbed into the abdome n 
once, or at most twice, in the day, a fter which th e sHn is 

so that gradual absorption of 
the ointment goes on. You will find syphilitic children 
tend to suffer from a sort of cachexia and from anaemia, 
and if that is a prominent symptom it is advisable to give 
cod-liver oil and iron as well as mercury. Indeed, there 
is reason to suppose that the prolonged administration of 
mercury is in itself apt to produce anaemia, and that is 
probably why many people advise its early discontinu- 
ance. So when you go on giving mercury after the symp- 
toms have disappeared, you may find it well to give iron 
and cod-liver oil in addition; 

What about the treatment of local lesions ? I 
think you should treat the snuffles by syringi ng or br ush - 
in g out the nose with a solution of borax or of corros ive 
sublimate ( 1 in 2,00 0), and putting a weak m ercurial 
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oin tmeixt up tlie nostrils by means of a feather; That pre- 
vents tiie crusts from drying and the nose from becoming 
blocked up.’ I usually employ weak white pm cipita te 
oint ment for th e p urpose; The other chief local symptom 
which one has to treat is the eruption^ and that you can 
do either by wea k corrosive s ublim ate ba^s or .b y d usting 
po wders co ntaining c^omel.’ Sometimes you may use a 
combination of weak white precipitate ointment and 2iino 
ointment.' 



LECTURE IX 

TUBEEGULOSIS DST CHILDHOOD 

Gbittlemen*, — ^In. tte last lecture we were considering 
wasting as a sign of disease in infancy, and we saw ttat 
there were several morbid conditions wbicli may be asso- 
ciated with it as one of the chief symptoms. I enume- 
rated to you several possible causes of wasting in children 
which you must consider when a case comes before you, 
and I dwelt particularly upon congenital syphilis as one 
of the organic diseases which may be a cause — sometimes 
an unsuspected one — of that condition. How, in this 
lecture I wish to direct your attention to the other great 
organic disease which may be a cause of wasting in children, 
both in infancy and in later childhood. I mean tuber- 
culosis: 

The freg,uexicy of this disease in children will be reahaed 
from this fact ; that careful hospital statistics, taken in 
various parts of the world, show that about one-third of 
all the children who die in hospital die of tuberculosis in 
some form or another ; and, further, in about 12 per cent, 
of the remaining cases tubercle is present in a latent form; 
If you examine the bodies of those children after death, 
you will find that the tuberculosis tends to attack one 
particular set of tissues with a very striking degree of 
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regularity. Those are the tissues 'which are coneemed 
■with the formation of the blood. Ninety per cent, of all 
the cases sho'w an afiection of the l-ymphati o system or 
the bones. The lymphatic system, you will remember, is 
engaged in the formation of one variety of white blood 
corpuscles, and the bones are quite as much blood-forming 
organs as they are supporting tissues. And so when one 
says that the bones are affected, one really means that a 
blood-forming organ is affected. And I want to impress 
upon you this fact, that it is this particular set of tissues 
which, more than any others, tends to be involved in tuber- 
culosis in early life- If you look at the diagram on the wall, 
which shows the age distribution of 500 consecutive cases 
of tuberculosis in children, taken from the statistics of 
the Great Ormond Street Children’s Hospital by Dr. S'till, 
you will see tiiat tube rcle attainsjts m ^imnTri frequency 
in the second year of life. And I want you to correlate in 
your minds those two fac ts — first, that i t is thejblood- 
formin g tis sue s tha t are s peciall y affected b y tubercle ; 
and, second^, that it is in th e second year of li fe that 
t ubercle attains its maximum frequency — ^because I think 
there is a relationslrip between them which is not an acci- 
dental one. I think it is probably owing to the blood- 
forming organs being in a very active state of "vitality at 
this period that explains their liability to tuberculosis; 
When I come to speak of the anaemias of infant life I aim 11 
have occasion to point out that the blood of children under- 
goes a very important transformation in character at just 
about this time, towards the end of the second year. It 
is about that time that the tissues which form the whit© 
blood coiq)usoIes come to attain their greatest degree of 
activity. After that the lymph-forming organs gradually 
pass in'to the condition in which they are found in the adiJt. 
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Of more importance for us, towever, is it to study tow 
tte tubercle bacillus most commonly finds access to the 
body in ctildtood — i.e., its patll Of infection. It is all 
very well to know ttat the tissues most involved are the 
lymphatic or blood-forming organs ; but what we specially 
want to know is how the bacillus gets there at all. Of a 
series of 216 cases which were carefully studied from this 
point of view by Dr. StiU, it was found that the access of 
the bacillus had been through the lungs in 63-8 per cent., 
t|ux®gh,Ji|^,e_jntjgatiA^^ 29’ 1 per cent., and thro ugh the 
middle ear in about fifteen cases. These statistics were 
derived from the Great Ormond Street Children’s Hos- 
pital, but there are similar statistics from other children’s 
hospitals; They all tend to show the same thing — ^namely, 
that the lung is by far the noTnunones t path of infection; 
You will see at once what the significance of that is."^t 
means that the talk about the milk of tuberculous cows 
being the chief cause of the infection of children with 
tubercle is certainly wrong, and it also means that dust 
must be regarded as the main source nf infftetinn in the 
child, just as it is in grown-up people.* The tubercle 
baciUi are conveyed into the lungs, probably mixed up 
with dust, and thence they find their way into the lym- 
phatics. When one speaks of the lung in this connection 
it must be remembered that the c hi ef pa rt afEected K.the 
bronchial gla nds at .the. . XPoiL-of ..the. Irmg. But these are 
not likely to be affected if they are perfectly healthy; 
Unless there be a great inherited predisposition to tubercle 
the healthy gland may be assumed to be able to deal with 
such tubercle bacilli as find access to it ; otherwise all of 

* This statement will probably require modification, for evidence is 
accnmulating that bacilli which have gained access to the body by the 
^alimentaiy canal may travel up to the bronchial glands and first reve^ 
their presence there. 
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US ■woxild be suffering from feuberoulosia. And the reason 
wl^^tbe hronobial glandsjn dyidren become so frequently 
affected no doubt is that . they are very often not in a 
bealtiy^ jconjHtipn j they have already been the seat of 
mSammation; How do they become inflamed ? They 
become inflamed secondarily to catarrh of the bronchi or 
alveoli. In other words, the bronchial glands become 
inflamed during an at tack of bronchitis or bronchp-gneu- 
monia; The bronchitis or broncho-pneumonia is recovered 
from, but the glands are left in an unhealthy condition, 
dust containing tuberculous material is inhaled, and the 
bacilli start to grow in the glands and set up a caseous 
degeneration of them, which is the starting-point of tuber- 
culosis. So I want to impress upon you, as the great pre- 
disposing cause of tubercle in children, that group of 
diseases which are accompanied by catarrhal processes in 
the bronchi and lungs, particularly such diseases as meari^ 
and whoopi ng-cott gh. And you will constantly ^d in 
your practice that children will be brought to you for 
wasting and some vague complaint of iil-health, and on 
inquiry into the past health, you find that they have had 
an attack of measles some months or weeks before, and 
have not been well since; Then when you come to make 
a physical esamination, you will find that they are the 
subjects of tuberculosis. That is a very common history. 

How, no matter by which path the bacillus finds access, 
no matter whether it is through the bronchial glands or 
through the intestines, affecting the mesenteric glands, or 
through the middle ear, it sooner or latex Generalizes 
And that is the other point I want specially to 
emphasize — ^that no matter what the primary path may 
be by which the child becomes infected, the disease has a 
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great tendency to become mdespread, a much greater 
tendency than is the case in grown-np persons. Wbat 
usn^y Happens is that one of these caseons bronchial 
glands softens ; it ulcerates its way into a bronchus, and 
the caseous material gets aspirated into the lungs, and so 
pulmonary tuberculosis is set up: In other cases perhaps 
the infection gets conveyed by ulceration into a blood- 
vessel, and is disseminated in that way through the body. 
At all events, in whatever way dissemination occurs, it 
takes place very quickly.- That is why it is so important 
for you as practitioners to diagnose tuberculosis in children 
as early as possible, because, unless you recognise it early 
and treat it promptly, it will certainly before long become 
generalized, and then it may be too late to treat it at all: 

That leads us naturally to consider how you are to 
diagnose the existence of tnberctilosis in 
children. I shall consider fimt of aU the diagnosis of general 
tvberoulosis. AVe will assume that the process has already 
become generalized. How are you to know, then, that 
the wasting in this particular case is due to general tuber- 
culosis or not 1 Often, I believe, it is not possible for you 
to know at all. It is not possible to know until the post- 
mortem in many cases. The diagnosis of general tuber- 
culosis in children ^ extrem ely and it is so for 

this reason: that the ^ocess kills the child before the 
tubercles ■ hav e . had, ja-_ch ancs -of ^aking^ 
know that unbroken-down -fa bercles do not giv e rise to 
physical signs . You may have a lung stuffed with miliary 
tubercles, but untU they soften and break down you have 
no means of telling that they are there, and it is on this 
account chiefly that the diagnosis is often so uncertain: 
There are, however, certain symptoms and signs which 
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stould make you suspicious. One of tkese suspicious 
sympton^ is tke o,cQiuTeSQe. of irregular pyrexia jaiong -witli 
wasting, for wMoIi you can find no other cause. Again, 
if there is much appare nt i llness and fretfulness on the 
part of the child, mthout obvious or apparent reason, you 
should be suspicious that it is a case of tubercle. But 
there is no other symptom to help you much. You will 
easily see that the danger you run is of attributing those 
symptoms to, perhaps, a slight dyspepsia, or catarrh of 
the stomach or intestine ; or, perhaps, to a slight bronchial 
catarrh, or to some trivial condition of that sort which 
may be present along with the tuberculosis, and not to 
tuberculosis itself.' It is so extremely difficult to assign 
its proper value to each of these symptoms that you have 
often to suspend your judgment; 

Amongst the signs which may give you some assist- 
ance in the diagnosis of tuberculosis are certain appear- 
ances in the child — appearances which clinical experience 
has shown to be often associated with tubercle. Tuber- 
cdlosis is known to be commoner in children of a certain 
type; You know the fragile , fairy-Uke type which is 
supposed to be particularly marked out for tuberculosis. 
That is an extreme example of what I mean. In young 
babies, however, that type is not so noticeable, and you 
have to go by such minor indications as long eyelashes, or 
the prese nc e of an excess of downy hair, especi ally on the 
back between the scapulae . There is also, which you will 
find of value, a tendenc y t o the appea rance of blotches of 
ery^ema upon the skin on veiy slight pr^sure or irrita- 
jion. These signs may perhaps seem to you trivial, but 
very often, taken together and along with the family 
history and the general symptoms, they may suffice to 
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put you ou tlie rigM track- Of course, you "will look also 
for signs indicating the starting-point of the process. 
First of ah you mil look for signs of the disease having 
started in the lungs. I shall describe to you immediately 
what the signs associated with tubercle of the bronchial 
glands are ; but I shall only say here that in this case 
again you have great difficulty in coming to a right judg- 
ment, because, admitted that you get moist sounds over 
the lungs in a case which you suspect may be one of tuber- 
culosis, you are still in doubt as to whether that is due to 
breaking-down of tubercles or not, because there is nothing 
commoner in marasmic children than for them to suffer 
from a slight attack of hypostatic pneumo nia as they lie 
in bed, and that may easily give you moist sounds over 
the back. So it is only when you get signs of breaking- 
down on the anterior aspects of the lungs that you should 
attach much importance to them. 

I next pass to the consideration of the physical signs 
associated with tnbsrcnlosis of t lie bronehial 
glands ; ia other words, the signs which you find when 
the tubercle finds access, as it usually does, by means of the 
lungs, and when it has not yet become generalized. Here, 
again, there is no quite conclusive symptom. There will be 
noore or les s wasting, and perhaps there wiU be irregula r 
pyre xia. There will also be general fretfulness and illness. 
But the only local symptom of any value is the occurrence 
of a spasmodic cough . Children with enlarged bronchial 
glands often suffer from such a cough, which you will be 
apt to mistake for whooping-cough, which it may simulate 
very closely. Many cases of whooping-cough which are 
supposed to drag on for months are probably oases which 
may have begun in whooping-cough, but which are now 
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STifieiing from secondary enlargement of bronchial glands.’ 
Note, then, that one point which will help you is the exist- 
ence of this spasmodic cough. When you come to the 
physical signs you will find that they are only present in 
a minority of the cases, and you have no difficulty in 
seeing why that should be. The bronchial glands are not 
very large ; they lie deep down in the mediastinum, and 
it requires a great deal of enlargement of them to produce 
signs which you can recognise with certainty. So you 
must be prepared to find that in cases iu which after death 
you are able to recognise a considerable degree of enlarge- 
ment of the bronchial glands there were no signs of them 
during life. Still, in some cases, when the enlargement is 
very great, it will reach the surface, and the chief sign in 
such a case is dulness beh ind ^e manubrium stemi — dul- 
ness v/hioh extends outwards towards the apices of the 
lungs and downwards towards the heart. I v/ould warn 
you, however, of one possible fall acy here — namely, that 
enlargenient of the thynu^ Jn chh^en may closely simu- 
late this sign. There is no way of discriminating exactly 
between the two. Another sign v/hich you will find ia dis.- 
tension of the veins in the nec k. This is due to the fact 
that the enlarged bronchial glands tend to press upon the 
superior vena cava. Further, owing also to such pressure 
upon the veins, there may be a bruit heard on listening 
over the manubrium. Dr. Eustace Smith has pointed out 
that this is best heard if the child stretches its head back, 
which causes the superior vena cava to be pressed upon 
by the mass of glands. But I do not think you should 
attach too much importance to that sign. One certainly 
hears a bruit of that sort in many cases in which there is 
no reason to suppose that the bronchial glands are en- 
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larged. On tlie otker hand, its absence is an indication 
of some value, which should make you suspicious that you 
are not dealing with such enlargement. I am afcaid these 
are the only signs which one can give you as indicative of 
enlargement of the bronchial glands, and you will see 
that, taken altogether, they are not of very great value; 
What I wish to impress upon you by all this is the great 
difiB.culty which you will have in making up your mind 
about either bronchial tubercle or general tuberculosis ; 
and you must often remain in doubt, and must not blame 
yourselves too readily if, after death, you find extensive 
tuberculosis when you have been regarding the case as 
one of ordinary wasting. 

The next form of the disease which we come to is much 
more hopeful, both as to diagnosis and treatment, namely, 
tttbercTilosis in the abdomen— those oases in which 
the bacillus has gained access through the alimentary 
canal into the intestinal glands and peritoneum. Ab- 
dominal tubercle difiers so much from tubercle elsewhere 
in children — and the same is true of grown-up people — 
that one is tempted to suppose it is a different disease ; 
and it has recently been suggested that it may prove to 
be bovine tuberculosis in man, and therefore a milder 
form of a similar pathological process. If that were 
established, it would at least explain the very marked 
clinical differences between abdominal and other forms of 
tuberculosis. When we come to consider prognosis and 
treatment, you will find that abdominal tuberculosis is 
much more curable than any other form; indeed, one 
takes quite a cheerful view of it, because a large propor- 
tion of cases get perfectly well: 

Abdominal tuberculosis resembles the other forms in 
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being most common i a th e sec ond ye ar of life.' The 
Btatiatics of a number of cases of fatal tuberculous peri-- 
tonitis in children were collected by Dr. Still when he was 
Eegistrar of the Great Ormond Street Children’s Hospital; 
He found that the maximum frequency of death occurs 
in the second year. That is against the milk theory; 
Seeing that children live almost exclusively on milk up 
to the first year of life, one would expect abdominal tuber- 
culosis to be common in the first year if milk were the 
main source of infection. Hot only does abdominal tuber- 
culosis occur most commonly in the second year of life, 
but at that particular time the abdominal disease is usually 
only part of a general tuberculosis. In young infants it 
is not purely abdominal tubercle which you have to deal 
■with. You may think when you examine the case that 
it is abdominal tubercle only, but you will almost certainly 
find that there are tubercular deposits elsewhere. That 
is only another way of saying that tuberculosis in young 
infants, no matter where it starts, tends rapidly to become 
generalized, and if it starts ia the abdomen it ends by 
involving ■the lungs or the meninges of the brain ; and 
what you ■will find constantly happen in these cases is that 
the case drags on until of a sudden it flares up into tuber- 
culous meningitis, which is followed by death. 

There are two varieties of abdominal tuber- 
culosis. There is the -plastic form and the ascitic form ; 
Most of you must be quite familiar with those two varieties; 
The plastic form consists in an enlargement of the glands 
and a matting together of the coils of intestine -with tuber- 
cular deposits in the peritoneum and mesentery. The 
ascitic form is that in which an efiusion of serous fluid 
takes place into the peritoneal sac. 

To the first or plast ic form the term tabes meseu- 
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t erlca is sometimes applied, but I think quite errone- 
ously. I strongly advise yon to discontinue tbe use of 
that term altogether- For my own part, I have hardly 
ever seen a case of true tabes mesenterica. It is a disease 
which, if it occurs at all, must do so with extreme rarity. 
Rightly used, the term * tabes mesenterica ’ means an en- 
largement of abdominal glands, with caseation, and 
nothing else. That may occur, and probably does occur 
sometimes, but it is very unusual. It will certainly con- 
duce to clearness if we talk merely of the plastic tjrpe of 
abdominal tuberculosis. Tins type is co mmo ner than the 
ascitic - Some people say that it is ten times commoner, 
but my own observation would not corroborate that, I 
think. In older children at least the ascitic form is cer- 
tainly commoner than that ; it is much more than one- 
tenth of the other. You will recognise this form by the 
general signs of tubercle, the wasting , pyrexia , and so on. 
The local _ signs ar e hardness , with nodulation , in the 
abdomen.'^ You may take it as a broad general rule that 
if you nodules in th e abdome n o f a c l^d, if you can 
exclude fa e cal masses, the probabilities are enormously in 
favour of those nodrdes bemg tuherculo^^ no matter 
where in the abdomen they are situated, and no matter 
what they feel like. Tubercle is so very common com- 
pared with anything else that you do wisely to regard 
every mass in a child’s abdomen, where you can exclude 
a fsecal accumulation, as being a tuberculous deposit of 
some sort. You can easily e x clude or c onfirm a fecal 
accumu^ion^ bj_ the adminis tration o f ^ pu^atiyes and 
enemaJt^t* and if you are dealing with a doubtful case of 
abdoixdnal tuberculosis you should take that precaution, 

* In many cases also tlie tMckened and roUed-up omentum can lae felt as 
^ band crossing the abdomen transrersely above the level of the umbilicus- 

10 
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seeing especially that the large bowel is thoroughly emptied; 
Then examine the abdomen again, if need be under an 
angssthetic, and see if you can still discover the lumps. 
They are due partly to caseous deposits in the mesentery 
and elsewhere, partly to glandular enlargement, and 
partly to coils of bowel bound together by adhesions, and 
are the main physical sign of the plastic form of abdominal 
tuberculosis; 

ascitic form you recognise by the presence 
o f fluid ; is the ascitic form of tuberculosis ever simulated 
by any other peritoneal effusion ? In other words, may 
there be clear fluid in the abdomen of an infant which is 
not due to tubercle ? Of course, such effusions may some- 
times occur in the course of cirrhosis of the liver, and you 
may find a difficulty in excluding the presence of that 
disease. ITot long ago I had the case of a little girl in 
whom that problem came before mo in a very acute 
form. She looked the picture of robust health, but her 
abdomen was full of fluid, and the liver was about two 
fingers’ breadths down. Its edge was also very hard. It 
was thought to be a case of cirrhosis, and that it would 
be well to treat the case from that point of view; How- 
ever, we watched the patient, and she developed a tem- 
perature, and then we began to be suspicious, and thought 
it would b e better to operate, be ca use if it were tubercle 
St wou ld be the righ t tWng ^o open the a bdomen ; and 
even if it were ascites due to cirrhosis, operation would 
not do any harm. On the day decided upon for operation 
she suddenly became comatose, developed all the signs of 
tuberculous meningitis, and died ; and, post-mortem, the 
abdomen was found to be the seat of very generalized 
tuberculosis. Such a case may cause you difficulty ; but 
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I would again remind yoa of the gr eat frsqueno y of tuher- 
calosia and t he c om parative rarity of cirrhosis, so it will 
be safer when in doabt to diagnose tubercle, dear 
effosions into the abdomen due to siraple chronic peri- 
tonitis have also been described, bat the y are ver y rare. 
They are said to occur after measles or scarlet fever, or 
after injury; Many good observers, however, are of 
opinion that all clear e^sions . of . an -inflammatoiy- .^sort 
into the abdom en in chii^en^shouW b§ regarded as t uber- 
culou s; 

Both forms of abdominal tubercle are commonly accom- 
panied by iilceraMon .of t^e_ t^testine, according 
to some statistics in as many as 70 per cent, of all the 
cases. Ulceration does not necessarily show itself by 
clinical symptoms. It does net necessarily cause diarrhoea. 
But where ulceration becomes extreme and extensive you 
will find it tends to be a ccompanied by a n extaeme degree 
of anaemia — & degree which may almost resemble pernicious 
anaemia in its intensity. 

We turn now to the general treatment of tnber- 
cnlOBlS ; but one may first say a word about preven- 
tion, which, of course, is more important than cure. 1 
need not remind you of the general hygienic rules which 
should be observed in the rearing of children : attention 
to proper feeding , proper exer cise, proper ventilation of 
the sleeping rooms, and all those other commonplaces 
which even lay people now recognise; But I would direct 
your special attention to the question of dust, because if 
dust is the chief cause of infection, as statistics show it 
to be, then dust must be one of the chief things to fight 
against; And I think there is no doubt that, just as in 
*iiB last century sanitary reformers fought against a bad 
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water-supply and bad drains, so in tbe early part of tbia 
century they will have to make a figlit against dust; 
‘ Down with, dust !’ must be tbe motto of those who 
would prevent tuberculosis either in children or grown- 
up persons. There is here a boundless field for the energies 
of the reformer. Another point is this ; seeing that dust 
infects through the bronchial glands, what you have to 
do if you want to prevent children becoming tuberculous 
is to keep their bronchial glands^ healthy. To do that 
you have to treat every case of catarrh of the lungs or 
in the bronchi seriously. You must not think that even 
a slight bronchitis is a trivial thing, nor yet a little attack 
of broncho-pneumonia. So far as you can you must see 
that convalescence is made thorough and complete ; that 
there is not left behind a little ■wheezing, or a few crepita- 
tions at one base. You must try to restore the child to 
complete health. As it is certainly possible for the ab- 
dominal form of tuberculosis to be conveyed by the mUk 
of tuberculous cows, you should, of course — ^particularly 
in the case of children who are predisposed by heredity 
or by surroundings to become infected with tubercle — 
see that the milk which they get is at all events boiled. 
I do not say it should necessarily be sterilized, but it 
should he boiled. 

With regard to the treatment of different forms 

of tuberculosis, I need hardly say there is no special treat- 
ment for the generalized type. Whether general tuber- 
culosis is ever recovered from at all it would be very hard 
to say. Such a high authority in the matter as Sir William 
J enner was of opinion that general 'tuberculosis is re- 
covered from in children much more commonly than is 
supposed. It depends a good deal upon what you mean 



TREATMENT OF TUBERCULOSIS 


149 


by generalized, Ko doubt deposits of tubercle in the 
lungs and abdominal organs may apparently be recovered 
from ; and years afterwards you may find evidence of it 
in calcification of the glands. But on ce tu bercle ^s 
becom e really generalized. I think anything which you 
can do i n the way of treatment is not likely to influence 
the pr ocess much. The same is true of tubercle of the 
bronchial glands, which, merely from its situation, it is 
difficult to treat, for you cannot get at the bronchial 
glands. Not even the modern surgeon has yet attempted 
to excise them. For practical purposes, therefore, your 
treatment in both general and bronchial tuberculosis must 
resolve itseK into simply putting the child into the best 
possible hygienic conditions, in the hope that the natural 
powers of resistance may be able to bring the disease to 
a favourable termination. In a case of atodomlna l 
tTll)ercillosiS, on the other hand, you can do a great 
deal by treatment. There are no cases of tuberculosis 
which you approach with more hopefulness than those of 
abdominal tubercle in children ; and I should say that the 
prog^o^ be better in older child ren th an in younger, 
for the reason that in young infants tubercle generalizes 
BO fast that you do not often have to deal with the local 
disease only. In older children generalization occurs 
more slowly, so that you have a chance of getting it in 
time, and treating it successfully. The first thing to do 
is to attend to the general surroundings of the chi ld. 
Such children should be sent away, if possible, out of 
towns, and be taken to a place like Margate, and spend 
their time by the seashore in a wheeled carriage, lying 
down. The abdomen should be supported by a broad 
and fir m binder. You will find it an advantage to apply 
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iodoform ointn^nt locallj" ; it sliotild be rubbed vrell into 
the skin of the abdomen. I also often use, and I think 
VTith advantage, linimen t of merci^, ^ onnce or so being 
rubbed in night and morning all over abdomen; Above 
all, make it your first care to se e th at the stomach and 
bowels are i n good o rder, so that the chil d c an take and 
digest a suitable quantity of food. You must correct 
gastric disorder if it exists, and do aU you can to increase 
the appetite. If there be diarrhoea, you must make a 
point of checking it before you do an5d;hing else. Having 
done that, you can proceed to feed the child up, seeing ia 
particular that he has ple nty of fatty foo ^ . With regard 
to medicines, you vaLl find help from cod-liver o il, iodide 
of iron , and creosote . You see there is nothing in this 
line of treatment other than what your common-sense 
would dictate. But you have often to consider in those 
cases the question whether you are to continue medical 
treatment, or whether you are to have recourse to surgical 
aid. I do not think it is often advisable to have recourse 
to surgical treatment in those cases right away; I think 
the necessity for smrglcal treatment in abdominal 
tuberculosis ia children k very much exaggerated; Taking 
the last six cases of purely abdominal tuberculosis which 
have been under my care simply as they turned up in the 
out-patient room, and all between three and nine years of 
age, I had the abdomen opened in only one of them, and 
that child recovered, although it suffered for a tirwA from 
fistula of the umbilicus. But the other five children aU 
recovered completely without operation at all. So you 
see medical treatment is of very considerable use. By 
recovery I mean that, at the end of two years, some of 
them now at the end of three years, they are apparently 
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ia perfect liealtli. You should speak cautiously of re- 
covery from abdominal tuberculosis. I do not think one 
has a right to say that a case is completely cured simply 
because after a few months the symptoms have not re- 
curred. The symptoms in this disease are apt to remain 
latent for a considerable time. Such a child naay, perhaps, 
get an attack of diarrhoea, or other slight illness, which 
puUs him down, and, his resistance for the time being 
lowered, the process flares up again. Seeing, then, that 
medical treatment gives such good results, what should 
guide you in having recourse to operation ? In the first 
place, all cases of abdominal tuberculosis should get the 
benefit of operation if fever and continuous wasting p er- 
sist in s pite of the medical t reatmen t I have sketched out 
for you. The continuance of such symptoms means that 
medical treatment is not going to accomplish much, and 
it is well to give the patient the benefit of operation, al- 
though it must be confessed that many such cases, perhaps 
the majority, do not get well under surgical treatment 
either. Further, you will always he biassed iu the direc- 
tion of operation if you are dealing with the ascitic form 
as opposed to the plastic, because the ascitic cases cer- 
tainly do better under operation than those in which the 
disease is mainly in the glands or the peritoneum. Nume- 
rous statistics bear out this statement. For instance, the 
records of the general hospital in Heidelberg, embracing 
cases at all ages, and not only in children, show that of 
forty-one persons operated upon for the ascitic form of 
tubercle, twenty were completely cured — that is to say, 
about 60 per cent. Of nineteen cases of the other form, 
the plastic, only about four could be described as cured; 
So you see the ascitic form certainly offers a better chance 
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than tlie other of successful treatment by means of opera- 
tion. On the other hand, yon must remember that the 
total statistical results of surgical operation are nob so 
much better than the medical statistics if you take them 
all round, and so it is as well to give every case the benefit 
of prolonged medical treatment first, especially if there be 
any objection to operation on the part of the parents.’ 
Operation in the ascitic form, properly performed, is 
almost perfectly safe. In operation on the plastic cases 
there is a greater risk. Every now and again in such 
cases, owing to the presence of adhesions, the intestine 
has been opened into by the operator, and sometimes the 
bladder also. I have seen the intestine and the bladder 
both opened into at the same operation. So you see 
the procedure is not devoid of danger. Still, if medical 
treatment fails in such a case, I think it is right that you 
should have recourse to surgery, 



LECTURE X 
RICKETS 

Gentlemee*, — sliall ask you to-day to study witli me a 
n utritional disorder, wliicli lias the peculiarity that it is 
found in children only — I mean rickets. On the Continent 
rickets goes by the name of ‘ the English disease/ That 
is not because it is commoner in this country than abroad ; 
indeed, I suppose there is no place where rickets is com- 
moner than in Berlin. But it is called the ‘ English disease ’ 
because the first accurate description of rickets as we know 
it now was given by an English physician, Dr< Glisson, 
whose name vrill be familiar to you in association with 
Glisson’s capsule in the liver. In the year 1681 Glisson 
wrote a treatise on rickets, which was then apparently a 
new disease. He described it as having first appeared in 
the south-western divisions of England, and having spread 
thence over the country. He thought it began in the 
south-western districts because these were mostly in- 
habited by the more luxurious part of the community. 
Whether rickets has increased much since that time it is 
a little difBcult to say ; but I think one can be pretty sure 
that it has increased, because all those factors which tend 
to predispose to rickets are s uch as are daily becoming 
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moie pronounced. On e o£ those factors is tJiat! ina bility 
o n the part of women to nurse tbeir own c^dren which 
I have already deplored in a previous lecture; Another 
is the increase in wome n’s work. With the advent of the 
industrial epoch in the middle of last century, and the 
establishment of factories, there opened up at once a great 
field for the labour of women. This tempted them away 
from their domestic duties and from the personal care of 
theix children. That state of things persists, and in many 
of the large industrial towns rickets is estremeiy prevalent, 
for the reason that women go to work in the factories, and 
their children are left at home badly looked after and 
improperly fed. A third factor in the production of 
.rickets is found in the tendency for the population to be 
crowde d together in large cities , which is such a striking 
feature of social life at the present day. Now, so potent 
are these factors, and so prevalent is rickets in consequence 
of them, that in many towns more than half the children 
seen in the out-patient room exhibit the disease in a more 
or less marked degree. So that the dictum pronounced 
by Sir William Jenner a good many years ago, when he 
first began to work at Great Ormond Street, still holds 
good — namely, that ‘ rickets is the most common, and, in 
its indirect results, the most fatal of all the diseases which 
peculiarly afiect children.’ 

The word ‘ rickets ’ is derived from the Norman-French 
term ‘ riquets,’ which meant deformities, particularly 
deformities of the spine, or persons who were suffering 
from such deformities. And it was owing to the fact that 
one of the main symptoms of rickets is the existence of 
deformities of bone that this name was first applied to 
•the d^ease. Glisson, or one of those who wrote with him. 
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proposed as a substitute a sort of pseudo-Greek term, 
'^racMtis.’ That, kowever, presents no advantages over 
tbe name commonly used, wbicli lias at least tke merit 
tbat it conveys to you one of the main symptoms that 
cases of rickets present — ^namely, defor mities of the bones. 
It would be quite wrong, however, to suppose that that 
is the whole of the trouble. You would have a totally 
erroneous conception of rickets as a disease if you were 
to imagine that it consists solely in the production of 
osseous deformities; You must remember tbat there is a 
visceral side to the afEection as well, which, so far as effects 
upon life are concerned, is more important than the mere 
deformities due to alterations in the bones. As the bone 
deformities, however, are the most prominent and strildng 
change, we shall consider them first. 

The ch ange s in the bones in rickets are of 
two sorts . There is, in the first place, an alteration at the 
point of ossification, the nature of which has beeu summed 
up by saying that there is an exaggerated preparation for 
ossification and a <1 i m i u i sb i rTi n j eu t of it. That 
is to say, the preliminary stages of multiplication of car- 
tilage cells go on in an exaggerated degree, and the cells 
cease to be disposed in those regular rows which are charac- 
teristic of normal ossifying cartilage, and become arranged 
irregularly. The result of this is that the line of MS^ca- 
tion becomes thickened, and in consequence you can 
observe, clinically, enlargem ent of the epiphyses. I show 
you the cast of the ^vrist of a chEd who sufiered from 
rickets, in which you can see very weE thejfcMckenjiig,and 
enla rgem ent of the epiphyses due to this ex aggeration of 
the preliminary stage of ossification' Such thickening is 
usually & st seen m the, . ribg. . It begins there, or can be 
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earlier recognised there than anywhere else. In conse- 
quence there is produced a row of knobs down the sides o f 
the chest, to which the term ‘ rickety rosary ’ is applied, 
because the appearance is Hke a. row. of beads. Thickening 
takes place not only on the outside of the rib, but even 
more markedly on its iimer aspect ; and i t may so pre ss 
upon t he lung that there is a groove of co mpr essed and 
s olidiS ed pulmonary; tissue correspon^ng to the enlarged 
epiphyses. The specimen I have here shows extremely 
well such an enlargement at the ends of the ribs just where 
the cartilage and the osseous part join. Not only are the 
bones which are developed from cartilage affected in this 
way, but a similar process takes place in those bones which 
develop in membrane. Hence the skull bones undergo 
considerable thickening at the point where ossification is 
most active. Here I show you the skull of a child which 
was the subject of rickets, and in it you wiU be able to 
feel that in the centre of t he frontal and parietal bones 
there is a considerable degree of thickening. That is one 
change which the bones show — enlargement a t the point 
where ossificat ion is going o n. But they show in addition 
another general change — ^namely, a process of s oftening. 
The softening is due to ^e absorption of the min^al 
const itue n ts of the bone. If you analyse the bones 
from a case of rickets, and compare them with normal 
bones, you will find that whereas in health there is 
37 per cent, of organic and 63 per cent, of inorganic 
matter, a bone in rickets shows quite the reverse — 
namely, 79 per cent, of organic matter, and 21 per cent, 
of inorganic. In other words, there has been an absorp- 
Uon or removal from the bone of its mineral constituents, 
chiefly phosphate of limej I shall point out to you the 
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significance of tins more fully later on, when we come 
to the theories which have been advanced to explain 
rickets. 

When phosphate of lime is removed from the bone. you 
can easily see what the consequence mi^t be. ^e bone 
bends, and the Section in which it vdll bend is deter- 
mined solely by the line of chief pressure. Now, 
practically the lines of pressure depend upon the position 
which the child habitually assumes. In the leg bones, for 
example, one usually finds that in the femur there is a 
bend forwards; In the tibia there is a sharp kink in 
the lower third, such as you see in the specimen before 
you ; or another common deformity is for the tibia to be 
curved outwards, producing bow-leg. These deformities are 
largely due to the way in which the child sits with his feet 
tucked under him. It is that which causes the femur to 
bend forwards and outwards, and causes the tibia to kink 
forwards in its lower third. In the same way the humerus 
tends to bend outwards, and so also do the radius and ulna, 
for a rickety child tends to sit up and lean forward, sup- 
porting his weight upon the arms. In this way it is pos- 
sible to give a mechanical explanation of the direction of 
bending, and the variations in them depend simply upon 
the variations in the habitual attitude of the child; 

The other group of changes — ^the visceral — are of even 
greater importance than the osseous. I might remind you 
in this connection of another saying of Jenner, that it 
would be as reasonable to regard rickets as a disease of 
bones only as it would be to regard typhoid fever as merely 
a disease of Feyer’s patches. The visceral Oliangeg 
consist first and chiefly of catarrhs afieeting the lungs, 
stomach, and i ntestines. Secondly, they consist in a 
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tenden cy to fibroid change in some of the internal organs, 
p artic^arly spleen, with enlargement of that organ', 
and an increase in the fibrous stroma. The frequency 
with which enlargement of the spleen is met with in 
rickets has been considerably disputed. Probably, how- 
ever, it is not appreciably enlarged in more than 5 per cent, 
of the cases — ^that is to say, not enlarged to a degree suffi- 
cient to enable it to be felt. These visceral changes have 
great importance,_that they;, jcause, or tend , to cause, 
death much more than the osseous changes; It is largely 
a matter of indifrerence to a child whether the bones are 
hard or soft, unless he happens to be walking about. But 
it is a matter of serious importance if he is constantly 
exposed to attacks of bronchitis or a catarrh in t h e in tes- 
tines , becau se the se repeated att acks of cata rrh sub ] eot 
the child to q great risk of the development of tubercu- 
losis. ' 

Now, to pass to the more clinical side of rickets, it is 
well that you shotdd recognise certain distinct typOB Of 
the diseaae. First of all, there is the acute type , 
which some people call ‘ acute rldcets.’ But this 
term is one which it is better to avoid, because many oases 
of infantile scurvy have been described under it; But in 
spite of that there is a group of cases which one can class 
together as showing a rapid onset of the disease and a 
great tendency to the development of visceral rather than 
osseous symptoms, and as being characterized by con- 
sia6rajble tendemess^ tlie bpneSj as w ell as a gysat ten- 
dency fe^weating; Such childr en sweat pr ofus ely about 
the head, particularly when they are arieep , and also about 
the trunk — so much so that you will often be able to recog- 
nise them in a children’s ward by the way in which .they 
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Mck off the bedclotkes.- In sncli cases I tkink you TriH 
fead tkat tke disease has come on Tatker rapidly. Tkere 
is a second group of c ases, in wkick tke osseo'as _sy3^p- 
tQgaia which th e bending o f the 

bones is the moat okara cteri stio and_ striking feature. These 
are tke cases which are likely to come under the charge of 
the surgeon for deformities of diSerent sorts. Such patients 
may suSer from time to time from -visceral symptoms also, 
but throughout tke course of tke disease the bone lesions 
are those which most arrest your attention.- Then there 
is a third grou p of case^ characterized by a special ten- 
den cy to catarrhs. Th^e may be called the cat^CX^E^ 
cases. They are children in whom rickets is not very 
marked, but who tend to haTejmiistanhatta cla o f bronchitis 
or diarr hoea^ and in them the rickety element is apt to be 
oy^ooked. There is a fourth group w hich one can profit- 
ably recognise — ^namely, those cases in which there is great 
lazit^ of liga ments and muscles. I saw yesterday 
a child who was brought to the hospital with the complaint 
that he was unable to walk. When a child of three years 
of age has not yet passed that ‘ walking milestone ’ which 
I spoke of early in these lectures, you may take it that he 
is sufferiug from one of three conditions : either he has 
rickets, or he has mental deficiency, or he is the subject 
of paralysis. This child I am speaking of was not the 
subject of paralysis, and there was no reason to suppose 
him mentally deficient ; hut he sufiered from rickets of 
the type in which there is extreme laxity of ligaments 
and great feebleness and flaccidity of the muscles. This 
is sometimes described as the ‘ jn^robatig^ fo rm o f rickets, 
and I shall show you at the end of the lecture some lantern 
slides which illustrate itj 
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All those symptoms, no matter which are most pro- 
nounced, tend to come on pretty uniformly at a particular 
period of life, and I want to impress this upon you, because 
there is nothing more important than to know what diseases 
are most likely to happen at a particular age. This is a 
touchstone by which you can invariably recognise a man 
who has not seen much of practice from the man who has. 
The beginner is always diagnosing conditions which the 
more experienced man is aware do not occur at that agej 
Thus, I constantly find that young infants are sent down 
from the receiving-room with the statement that they are 
BuSering from rickets. Now, anyone who has seen much 
of disease in children knows that definite sig ns o f ricket s 
are h ardly ever observed belo w the a ge of six months ; the 
most likely time for it to come under observation is at 
about eighteen months of age. By that time the disease 
usually becomes distinctly marked. It is perfectly true 
that it begins earlier than that. Many people assert that 
rickets is always diagnosable in the second six months of 
life ; but even if it were, it is only by the time the child is 
a year or eighteen months old that the symptoms are likely 
to impress themselves upon the mother. 

We may now pass on to consider the causes of 
ri cket s. I suppose there is no disease of which it has 
not been asserted at one time or another that it is due to 
one of two causes — either to a mysterious nervous dis- 
turbance, usually described as trophic, or to the action of 
bacteria. To this rickets is no exception. There have 
been some who have asserted that it is due to a trophic 
influence of the nervous system, and there have been 
others who have asserted that the whole condition is pro- 
duced by a micro-organism. I shall ask you to diarwiga 
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botli those theones from yotur minds as being, in the 
.present instance, quite unproven. To French authors ■we 
owe two other theories : one of them is that rickets is an 
expression of congenital syphilis, and the other that it is 
due to dilatation of the stomach. Both of those theories 
are equally chimerical. The first was put forward by 
Parrot long ago, and the other by his successor, Comby, 
at the infants’ hospital in Paris. Neither of them has 
received much support, except from its author or his 
pupils. And, indeed, I think there are practically only 
two theories which have to be seriously reckoned with as 
likely explanations of the production of rickets. One of 
those is ^at the disease is due to defective absorption of 
l ime salts, or to the pro duction of lactic acid in the stoinaoh 
dissol-ving away the lime salts out o f the bo nes. This one 
might oaU the lime 'tlieory .* The importance of 
considering this theory is that a line of treatment has been 
based upon it. Lime salts have been administered to 
rickety children under the vague notion that a deficient 
supply of them lies at the bottom of the production of the 
trouble. In criticism of this -view it may be remarked 
that, in the first place, there is no reason to suppose that 
children who suffer from rickets are getting too li'ttle lime 
in their diet. On the contrary, such children are usually 
being fed on cow’s milk, which contains far more lime salts 
than human milk does, because cow’s milk is designed to 
build up the massive bones of the calf, and is therefore not 
likely to be deficient in calcium; Further, nobody has yet 
shown that the administration of lime salts is of any use in 
rickets. I would also point out that the inorganic matter 
of the bone, the calcium phosphate, is dissolved away or 
removed from the bones of rickets as phosphate of lime» 
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"Weio an overproduction of lactic acid the cause of the 
miscHef, it vrould be dissolved away as lactate of lime; 
So the lime theory is falling into discredit, and people are 
coTt}ii:g more and more to adopt the other theory, which 
is supported by clinical observation, and also by a certain 
amount of experimental work — namely, that rickets is due 
to a deficiency in the diet of fat and proteins . 
And certainly your clinical experience will soon teach you 
that the main characteristic of the diet which tends to 
produce rickets is that it is an ill-balanced one, a diet 
characterized by an excess of carbohydrates and a de- 
ficiency in proteins and fat. Whether it is the absence 
of the fat or of the protein which is the most important 
factor in producing the disease I cannot tell. One only 
knows that by increasing the amount of fat in the diet you 
do much good in rickets, and by increasing the proteins 
you do good akoj It is probably, in most cases, the de- 
ficiency of both of these which has produced the disease; 
But why it is that rickets should result from such a de- 
ficiency no one has yet explained. There is no direct rela- 
tion that anyone can see between a deficiency of fat and 
protein in the diet and the softening of bones. Yet there 
is no doubt that animals which are reared upon a diet 
which is deficient in fat get softening of bones in some 
way or another. 

So much for the theories which have been advanced to 
account for the production of rickets. I emphasize the 
last one, because it is by adopting that theory as a working 
hypothesis that you are certain to be successful in treating 
your cases. However that theory may stand pathologi- 
cally, there is no doubt that therapeutics based upon it 
are justified by results; 
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Our next point is as to the di agno sis ^ rickots. 
That is not usually a difficult matter in a straightforward 
case. You will be struck first of all by the fact ^at rickety 
children are slow in their developracnt, slow in passing at 
least some of those milestones which I drew attention to 
in the first lecture. They get their teeth late, their an- 
terior fontanelle closes late, they sit up unaided late, and 
they walk late, and all these things are due to the bad 
development and softening of bones. Then you will 
recognise, usually without any difficulty, the en largement 
of the eninhyses, particularly of the ribs, that being the 
place where the enlargement comes first. It will also be 
a little marked at the wrists and ankles, perhaps, and 
there may be some bending of the bones. These are the 
points to inquire into in the diagnosis of a straightforward 
case; But there are certain pitfalls in diagnosis to which 
I want to direct your attention. One of these refers to 
tllO rickety lieaidi Rickety children will be brought 
to you Tinder the impression that they are hydrocephalic. 
That happens many times in practice. How shall you dis- 
tinguish the rickety child from the child with a hydroce- 
phalic head ? The head of rickets has characteristics of 
its own; It is a long, square head, which looks as if it had 
been developed in a box. It is not globular^ li ke the Jhead 
of hydrocephalus, and if you compare the foreheads of the 
two you will find that in rickets the forehead ^qes up more 
or less vertically in front and at the sides, whereas in hydro- 
cephalus it overhangs the eyes and bulg^ out above the 
temporal regions ; the top of the rachitic head tends to he 
flat , in hydrocephalus it is convex and globular. By 
attention to these points you ought not to have any diffi- 
culty in distinguishing a rickety head from a hydrocephalic 

11— 2 
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one. Tlieie are certain mistakes •wLicli are likely in con- 
nection witli the spine of rickety children, particularly 
those vrho belong to the ‘acrobatic’ group. There is a 
tenden cy in 

nence in the lower dorsal spine , and they will be brought to 
you under the impression that they are the subjects of 
Pott’s disease, or tubercular caries. But you wiU be able 
to tell a rickety spine from a tuberculous one if you 
remember that one is due to the actual crumbling in of the 
bone, and therefore cannot be rectified, whereas the other 
is a mere kinking due to laxity of ligaments, and so can be 
steaightened out. If you hold the child up by the armpits, 
if the projection is due to kinking it will straighten out, 
whereas if it is due to tuberculous disease it will persist. 
Another pitfall into which you are likely to fall is due to the 
l arge development of the abdomen i n rickety children. 
Such cases will be brought to you by mothers under the 
impression that they are the subjects of tuberculous disease, 
and many of them are diagnosed as such and labelled with 
the term ‘ tabes mesenterica,’ against which I have already 
warned you. There are several reasons why a rickety child 
tends to develop a larSfC abdomen. You know, in the 
first place, that att cMldren tend to have relatively promi- 
nent and well-developed abdomens. The reason is that 
they have a large liver and a small pelvis. In rickets both 
these factors are exaggerated. The liver of the rach itic 
child tends to be eve n larger than in health, mainly from 
fatty Infil tra tion ; and the pdvis at S ie same time tends 
to b e unusuall y small and to collapse upon itsel f, so that 
there is less room in it for the viscera to sink down into; 
Moreover, the badly developed and flabby muscles of the 
rickety child’s abdomen allow distension to take place 


such cases towards the production of a promi 
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easily ; and sucli distension is rendered more likely because 
rickety cbildren constantly snfier from gastric and intestinal 
catarrb, which leads to the development of flatulence. So 
there are many reasons why a child should sofler from a 
large abdomen ; and if you recognise the rickety element 
you will be on your guard, and you will not mistake the 
enlargement for that due to tuberculous disease. 

There is still another pitfall into which you are likely to 
tumble, and that is i n jittxi^^g to disea se of the ne^ous 
system symptoms which are really due to rickets. I men- 
tioned such a case a moment ago, that of a child which 
could not walk when he was three years of age. The 
diagnosis in such a case, however, should not be difficult; 
You will find that a rickety child, though he cannot walk, 
is still able to use his limbs. As he sits in his mother’s lap 
he will kick his legs about ; or if you tickle the soles of his 
feet he will draw up the legs, which, of couise, he could not 
do if they were paralyzed. In rickets the trouble is merely 
an inability to walk, whereas in paralysis there is inability 
to move a particular group of muscles in any way at all. 

Lastly, I would emphasize the importance of your being 
able to recognise tbe rickety element In many 
other diseases. For instance, a child may be brought 
to you who is mentally deficient, but who sufiers from 
rickets as well ; and you can do great good in such a case 
by treating the rickets, although it is impossible for you 
to improve the mental condition. Again, when we come to 
speak of the nervous diseases of children we shall see that 
ri ckets is a great pr edis posing cause in many of tha -friuf!- 
finnal np-rrmna jdiaorjlfirgt S uoh as con vulsions, tetany, and 
lfl.-ryngiflTn]i xs ; and you cannot hops to treat the nervous 
^ease with success unless you treat the rickets, which is 
■the basis of it. Further, in the case of a child who is the 
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subject of repeated oatarrbs, broncbitis, or broncbo- 
pueumonia, or it may be diarrhoea, it may be of the first 
importance to recognise that these are simply the symptoms 
of an underlying rickety condition. 

That brings us to the consideration of what the lireaili- 
zaent of ridcets should be. Granted the theory of 
its causation which I tried to bring before you — ^namely, a 
faulty diet — y our first care must b e to_alter_th^oMd’s 
food . But you cannot hope to do that successfully until 
you have first put the stomach and intestines into a healthy 
conditionf^scTthat he can digest the food when you give it. 
S^in many cases your first task must be to correct any 
digestive disturbance which esists. You may have to treat 
diarrhoea, or gastric catarrh, or want of appetite ; and 
having done that you change the diet. And you will change 
it in this direction : diminish the a mount of starchy things, 
and increase the amount of prote ins and fat. Practically 
that resolves itself into increasing the proportion of cow’s 
Tm'lk and administering cod-liver oil. Of course, if the child 
can get plenty of cream you can dispense with the cod-liver 
oU. But alway s increase the a moun t of mific. AjcMd of 
one and a half yeais should be eettine two pints of milk a 
day , whereas he may perhaps have been getting only half 
a pint. The yolk of egg is al so very usefu l in these cases, 
as it contains many things which the child nee^. It con- 
tains phosphorus, fat, and organic compounds of iron, in 
addition to protein, and I like to give it early in oases of 
rickets. In very young children it may produce vomiting ; 
but in most cases it is taken quite well. It should be HgTi riy 
boiled , so that it is still liquid when given; or ^ou maj 
it up with the milk and give it in that way. Many of tiSese 
cases also do well wit h th e addition of r a w meat juice to 
their food ; or you may even give them underdone meat 
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scraped down. A rickety ckild must bs mainly carnivorous. 
Rickets might be said to be due to premature vegetarianism, 
and you have therefore to increase the proportion of animal 
food, because animal food is characterized by richness in 
proteins and fat. About the lime salts you need not 
trouble ; there is no occasion to administer them artificially, 
for TnilV contains them in abundance. Nor will drugs help 
you much, unless you call cod-liver oil a drug. If the child 
is ansemio, give i ron in addition. Many people give phos- 
phorus, but I am not convinced that it makes much 
difference. Ati^tipn to the diet and improving, the ohildt^s 
hygien ic. surroundings must be your chief lines of attack, 
because although it is true that bad diet is the main cause, 
yet there are co-operating factors. Want of sunlight is 
considered by many to be one of these. Th e child should 
have the benefit of the sun if there is a ny, and attention 
should be paid to ventilation, bathing, and clothing. For 
the deformities you may require to have recourse to surgical 
aid ; but it is surprising how they tend to disappear after a 
time. Bones which have been very much bent may still, 
without any particular efiort on your part, but simply as 
the disease passes ofi, become straightened out again in a 
surprising way. 

In order to prevent the deformities from becoming 
greater, it is sometimes well to see that the child is kept 
off his legs. To accomplish this you may require to tie 
the legs together, or put on light splints which project be- 
yond the foot. And you will require to keep them on for 
many months, at aU events during the day, until the bones 
have become consolidated again. But in the very severe 
cases, where the child is five or six years of age, and where 
there is permanent deformity, surgical means are alone 
‘ likely to give you much assistance. 
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Before concluding this lecture I should like to say a word 
or two about ‘ late ’ or ‘ adolescent ’ rickets, and about 
achondroplasia. 


LATE EICKETS. 

There can be little doubt that a condition, very similar 
in its effects upon the bones to ordinary rickets sometimes 
appears in later cliildhood, or even at the period of ado- 
lescence. To this the term ‘ late rickets ’ has been applied. 
Seeing that many of these patients have already suffered 
from ordinary rickets during infancy, some have concluded 
that so-called late rickets is merely a continuance or 
recrudescence of the ordinary infantile form of the disease. 
This, however, is certainly not true of all the cases, and 
there seems to be no doubt that late rickets is a genuine 
disease, although whether it is pathologically identical with 
ordinary rickets is more uncertain. Clinically late rickets 
differs from, infantile rickets by showing a greater tendency 
to affect the long bones, the epiphyses of which show notable 
enlargement, especially, perhaps, about the knees, so that 
genu v algum and bending of the shafts of the bones are 
specially apt to result from it. This is very well shown in 
the photograph I show you, which is that of a girl eleven 
years of age, in whom the disease had been present for four 
years. On the other hand, the skull and the viscera do not 
tend to be affected in late rickets. Skiagrams of the bones 
in these cases show that ossification is very imperfect. 

The treatment of late rickets is almost entirely surgical 
(by osteotomy, etc.), and I shall therefore not dwell 
upon it ; but, of course, you may need to correct anything 
that is wrong in the diet or general surroundings of tho 
patient. 
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ACHONDBOPLASIA. 

Achondroplasia is a condition which is sometimes mis- 
taken for rickets, although quite unjustifiably, for the two 
diseases have really nothing to do with each other. 
Achon^oplasia is really a disease of about the third to the 
dxth month of intra- uterine life, and consists in a partial 
failure of ossification in the cartilaginous bones. Why this 
failure of ossification occurs we do not in the least know, 
but the consequences of it are very striking. A child 
afiected with achondroplasia has a very characteristic 
appearance (Fig. 17). The limbs are extremely short in 
proportion to the length of the trunk, producing an appear- 
ance which has sometimes been spoken of as a ‘ human 
dachshund.’ The soft parts of the hmbs also hang in folds 
or creases, like the sleeves of a coat which is too big for the 
wearer. The hancfc are short and dumpy, fingers beirg 
^proximately of equal length, _and, instead of being 
par allel, radiate out like the spokes of a wheel — the so-called 
‘ trident hand.’ As the child grows the normal curves of 
the long bones become exaggerated, and as the flat bones 
are unaffected the vault of the skull grows out of pro- 
portion to the base, so that the head becomes dome-shaped, 
with a ‘ beetling brow,’ and a depression at the root of the 
nose. The face also has a triangular shape, being broad at 
the forehead, and tapering to a pointed and projecting chin. 
Lordosis is well marked, and the patient walks with a 
waddling gait, like that seen in cases of congenital dislocation 
of the hip. With all these peculiarities the viscera are un- 
affected, the general health is good, and the intelligence 
normal. The prognosis is therefore perfectly good as far 
as life is concerned, which is fortunate, as the condition is 
entirely insusceptible of treatment. 



m:otuee XI 

INFANTILE SCUEVY 

Gentlemen, — O ur subject of study in this lecture is tLat 
nutritional disease of infancy known as scurvy* This 
disease used to be called, and is still called by many people, 
‘ scurvy rickets.’ That is an unfortunate term, because 1 
think it is now quite well recognised that scurvy in infants 
has nothing to do with rickets at all, but that the coexistence 
of rickets in many of the cases is a mere accident, and due to 
the fact that the kind of diet which is apt to produce scurvy 
is apt also to produce rickets. Beyond that I believe there 
is no direct connection bet%Yeen the two diseases, and it is 
better to use the term ‘ infantile scurvy ’ to designate this 
complaint. The prefix ^ infantile ’ is used because it is aj)par- 
eiitly not the same disease as scurvy in grown-up persons. 
It is not the same thing as the scurv}^^ which used to be such 
a scourge on board merchant ships, or as the ‘ land scurvy ’ 
which occasionally occurs in persons who live in unhealthy 
surroundings. It seems to be a disease peculiar to infants, 
and I am glad to be able to say that, just as in the case of 
rickets, it has been chiefly made known by the labours of 
English physicians, and particularly, one is proud to say, 
by men attached to Great Ormond Street Hospital. Tho 
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first cases were published by Dr. Cheadle in the year 1878, 
and it was more fully described by Sir Thomas Barlow in the 
year 1883. His work on the subject was so exhaustive and 
complete that very little has been added to our knowledge 
of the disease since that time, and infantile scurvy is now 
known on the Continent by the name ‘ Barlow’s disease.” 
Before I pass on to describe it, I should also say that in 
past years this disease used often to be described under the 
term ‘ acute rickets.” When I was dealing with rickets 
you will remember I told you that there were some cases 
of that disease which you might call acute, because the 
symptoms come on rapidly. But that has nothing to do 
wnth scm’vy, and the term ‘ acute rickets ’ should either be 
abolished altogether, or, if used at all, it should he api^lied 
to genuine rickets in which the symptoms come on with 
unusual rapidity. 

What are the clinical cXiaracters of a case of 
infantile scurvy ? The child wiU usually be brought to 
you by the mother with the complaint that he is unable to 
use one or both of the legs, or that the legs are swelled, or 
that the child cries when he is touched. These are the 
commonest things that the mother notices wrong first, and 
the majority of cases of scurvy Vvhich are brought to you 
will be brought with such complaints as those. When you 
look at the child you wiU usually observe that he appears 
healthy. These children arc generally well nourished, they 
are often of good colour, or, at all events, not conspicuously 
anaemic ; but when the child is being stripped you will 
notice that he screams a great deal, and is extremely appre- 
hensive. One has been able to recognise cases of scurvy 
in the out-patient room by the fact that the child starts 
screaming as soon as he sees the doctor, because he is so 
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afraid lie will be handled, for in that way the tenderness 
of the bones is aggravated. When you come to examine 
the child more closely you will find perhaps that one of the 
legs is kept immobile, that it is slightly flexed at t he kn ee, 
and that t he tMgh is ro tated o utwa rds. On further ex- 
amination you will probably find signs of rickets — ^that is 
to say, slight enlargement of the epiphys es. On opening the 
mouth you will observe usually that one or two teeth have 
come through, because infantile scurvy occurs with quite 
an extraordinary degree of frequency w hen the fi rst tee'^ 
are being cpt. Of the cases I have seen in the last two 
years, twelve or so in all, by far the larger number were chil- 
dren of eight to ten months old. You will commonly find, 
then, that one or two of the lower incisors are through, and 
t hat the gums aroun d them are swollen and of a livid purple 
colou r. In the upper jaw you may observe that there are 
teeth about to be cut, and that the gum over these is in a 
similarly swelled and discoloured condition. When you 
come to examine the limbs you will pr obably find on one 
or both of the lo wer extre miti es, usuafiy towards the end of 
t he femur or the t ib ia, a thickenin g jwhich is extremely 
tender when it is touched, and whi ch presents a. sort of 
boggy f eeling on palpation. You may find, further, as 
minor symptoms of the disease, a tendency to haemorrhages 
from the mucous membranes, and particularly the occur- 
rence of jiaem^ uia. In rare cases the haemorrhages may 
take place also into the looser subcutaneous tissues, an d 
particularly into the. ojcb it. These are the clinical gigna 
which you will find when you examine a typical case ; and 
if you inquire into the history you will find almost invariably 
that the child has been fed in a particular way — ^namely, on 
a patent food, usually alo ng with condensed milk. That 
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is why cases of infantile scurvy are as common, or perhaps 
even commoner, among the children of the upper classes 
as in the lower, because these patent foods, being expen- 
sive, are to a large extent the perquisite of the rich. It is 
only extremely rarely that the infant is found to have been 
fed on the breast. I have never seen such a case myself, 
but I believe a few are on record in which, in some mys- 
terious way, breast milk has produced scurvy. Once or 
twice I have seen the disease produced in children who were 
fed simply on boiled cow’s milk, but by far the majority of 
the cases of the disease have been fed upon a patent food 
alone or combined with condensed milk. 

The pathology or morbid aJiatomy of infantile 
scurvy is not a difficult matter to explain. It is charac- 
terized by a t endency tO-hsemonhages, and the seat of 
those haemorrhages seems to be determined by the degree 
of vascularity of the parts. For instance, sweHiog of the 
bones is due to haemorrhage occurring in the deep vascular 
layer of the periosteum ; the haemorrhage raises the peri - 
osteum, producing the sw el ling, and the pres s ure of th e 
efiused blood on the nerves prod uces t he tenderness. 
Sometimes haemorrhage takes place between the epiphysis 
and diaphysis, and causes a complete separation of the 
former, so that it may come to lie quite loose. Very 
rarely this process of haemorrhage goes on to the develop- 
ment of suppuration. Similarly, the haemorrhage round 
the teeth is due to the fact that the neighbourhood of 
the teeth is a place which is imusually vascular. That is 
all one need say about the morbid anatomy. I shall 
not discuss the chemical pathology of scurvy, as it is 
still very obscure, but shall pass at once to the question 
of diagnosis. 
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In the first place, you will have to diagn ose infantile 
scruyy from rheumatism. I say that because I have had 
at least two cases of infantile scurvy sent to me as rheu- 
matism, in one of which the sufi!erings of the unfortunate 
child had been aggravated by the afieoted limb being 
painted with iodine. I am certain that this is one of the 
commonest mistakes made with regard to this disease, 
that the swelling and tenderness of the bones are regarded 
as rheumatic in origin. But that is a mistake which you 
ought never to make, because ^t the age at which infantile 
scurvy occurs rheumatism m unknown. Little children 
below one year of age do not suSer from rheumatism. I 
do not know why that is, but one knows it to be a faotj 
So you see this point of difierential diagnosis is merely 
another example of that principle of reasonable prob- 
ability which I tried to bring before you in a previous 
lecture — ^namely, the principle that at certain ages certain 
diseases are more likely to occur than others. At this par- 
ticular age rheumatism is not only unlikely to occur, but 
it does not occur at aU; 

Another t hin g which this condition has been mistaken 
for, and more excusably, is sv^abdlitiG 'tmiostUis : Syphilitic 
periostitis usually occurs either in children who are much 
younger than the age at which scurvy occurs, in the form 
of syphilitic epiphysitis, which I described when dealing 
with the subject of congenital syphilis, and is a disease seen 
during the first few weeks of life ; or it occurs considerably 
later in the form of periostitis afiecting the long bones, very 
commonly the tibia, and then the children are distinctly 
over the age at which infantile scurvy is usually seen; 
You will find, too, that other signs of congenital syphilis 
are absent in a case of pure scurvy, and also that in 
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c oiigepital a ypliilis t^ere is no sjionginess of the 
gums; ” " - - 

Scurvy may also be mistaken for ordinary and 

tbat is a fairly excusable mistake wbiob I bjkve known to be 
made by people who are perfectly familiar witb tbe usual 
symptoms of botb diseases; The only cases in which *bia 
error may be made are those in which there is no afiection 
of the gums; But there are other points which will help 
you; One of these is that the temperature is alwaxfs raised 
in epiphysitis, whereas in scurvy it is not usually so to any 
extSt^ But one of the best tests of all is to observe the 
result of treatment; Sc urvy p roperly treated gets well 
almost at once, so that the therapeutic test is of very great 
value in ^agnosis. If you are in doubt, then, whether a 
case is one of scurvy or not, put the child upon a diet which 
is suitable for scurvy and see what happens; If the child 
has scurvy you will have done right, and improvement will 
set in at once ; if he has not got scurvy you will not have 
done any harm. In some cases tlu^ th erap eut io jifi^ 
be th e only one upon which you can depend.* 

There is a fourth condition wEcETaff^cts the limbs, and 
which it is well to be on the look-out for, so that you do not 
mistake it for scurvy — ^namely, i nfantile pa ralysis he ginniTiq 
wit h hy^percBsthesia. Some oases of infantile paralysis are 
accompanied at their outset by extreme hypersesthesia of 
the limbs, so that whenever they are touched the child 
cries out. But in such cases the age of the child ought to 
keep you right. Infantile paralysis is a very badly-named 
disease, because it is not a disease of infants ; it is a con- 
dition which is almost unknown below one year of age; It 

* I have lately seen a case of infantile scurvy which had been regarded 
as one of fractured femur, hut the history here should prevent mistake. 



176 LECTURES ON DISEASES OF CHILDREN 

occurs mos t oonuaionly between t he age s of t wo and fouij 
In infan tile paralysk, too, there will be atrophy or wasting 
of the limb, and no sweUii^ of it. 

The lesions in the mouth and swelling of the gums may 
be mistaken for other conditions. They may be mistaken 
firstly for and sometimes there will be no means 

of telling whether it is a case of mere stomatitis or scurvy 
except by trying the efEect of diet. These mouth lesions 
are much more likely to be mistaken for the ulcerations 
which occur in connection with leukaemia.- I remember 
seeing a child about six years of age lying in the ward of a 
hospital, and by its bed was a bottle of lime-juice. The 
child’s breath was exceedingly ofiensive, and on ft-yamiTimg 
the mouth there was a large excavating ulcer of one tonsil 
and ulceration and lividity of the gums ; and one was told 
that the child was sufiering from scurvy, and was being 
treated by lime-juice. But the child did not benefit by 
the lime-juice treatment. And on examining the blood we 
found 200,000 white corpuscles, 98 per cent, of which were 
lymphocytes ; in other words, it was a case of acute 
leukaemia. These latter cases are very ofte n nhfl.rgY».frAriTO<^ 
by the pcourrenoe of haemorrhages into the swelling' 

and sponginess of them, and ulceration. ' And it is well for 
you to remember, as I shall have occasion to point out to 
you when I speak of the anaemias of infancy, that acute 
leukaemia, although very rare in grown-up persons, is not 
very uncommon in children ; and it is very often accom- 
panied by those lesions of the mouth. But here, again, the 
examination of the blood will at once settle the matter.- 
Cases which are characterized by haemorrhages into the 
orbit may be mistaken for two conditions : for sarcmm of 
the orbit on the one hand, or for that very rare disease 
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called cMoroma. In the case of saicoma there mil he 
usually signs of sarcoma elsewhere, and the therapeutic 
test — change of diet — will he conclusive. The differential 
diagnosis from chloroma I must defer until I come to speak 
of it under the aneemias. 

Lastly, I would mention that renal haemorrhage due to 
scurvy is apt to be mistaken for renal hcemorrhage from 
other causes. I have known a surgeon cut down upon a 
kidney in such a case, expecting to find a stone, because the 
child had been suffering from profuse hsematuria. He 
fotmd no stone, and the hsematuria persisted imtil it 
occurred to those in charge of the patient to make a change 
in the diet. They did so, with the result that the hsema- 
turia disappeared in the course of two days. , jo hsematu ria 
from scurvy . K S’ - which you jmay overlook. Some 

people believe that it is a much commoner symptom of 
scurvy than is generally supposed, and that you will 
commonly find traces of blood in the urine in a case of 
scurvy if you look for them. Here, again, I know of no 
very definite way of making sure of the cause of the hsema- 
turia except by having recourse to the therapeutic test — 
changing the diet and seeing what happens. 

Before leaving the question of diagnosis, I would remind 
you that you must be prepared to recognise the earliest 
beginnings of scurvy before the full-blown symptoms, such 
as swelling of the limbs, tenderness, and spongy gums, are 
present. At first the child simply ceases to thrive , his weight 
no longer rises , he ‘ goes off his feed,’ and is fretful and 
If in such a case the diet be of a kind which is 
apt to produce scurvy, you should not wait for further 
developments, but change the feeding immediately. Dis- 
appearance of the symptonos will often foUow at once. 

12 
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We may now discuss tlie ‘fcireaitiZiiGii't of iuf^si'tilo 

SCXUnry*- It was found very early in tlie investigation 
of this disease that it could be cured almost at once by 
insuring the presence in the diet of fresh constituents, 
such as fruit juice and vegetables. And the routine treat- 
ment for you to recommend in a case which comes before 
you is that the child should be given milk which is raw 
— ^that is to say, unboile d. Also, any jgatent 
which the child is tahing should be at once stop^e3[. 
You should give every day a few teaspoonfuls of orange or 
grape juice, or, if jovl Hke, a_httle raw me^t juice.' The 
child should also be g i ven baked potato ; The best way is 
to bake the potato in its skin, and scrape away the floury 
part just beneath the skin and shake that up in the milk.* 
You may ask why one should take that particular part and 
treat it in that way.- The reason is that that part of the 
potato is richest in potash salts. If you put a child who 
is sirffering from scurvy on such a diet, the child will, in 
the immense majority of cases, get better straight away^ 
There is absolutely nothing in the whole range of thera- 
peutics more striking than the efiects which you get from 
a radical change of diet in infantile scurvy, and there is 
nothing in regard to which you will deserve or obtain more 
credit in practice. But, on the other hand, there is nothing 
in regard to which, if you fail to recognise the condition, 
you will deservedly get more blame, because it is a disease 
which it is quite within the compass of medicine absolutely 
to cure if it be only recognised; 
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Gentlemen, — ^In a previous lecture you will remember we 
considered together the digestive disorders of infancy ; and 
I want now to turn to the study of kindred disorders in 
older children, and to speak about what one may term ^ the 
dyspepsias incidental to the second dentition/ There are 
probably many reasons which render children at about the 
period of second dentition particularly liable to suffer from 
digestive disorders. One of these, no doubt, is the confine- 
ment and want of physical exercise, as well as the mental 
overstrain, which are incidental to school life, which is 
usually begun at about that period. You will find that 
many cases of chronic dyspepsia in children are certainly 
attributable to that cause. In the second place, owing to 
the rapidity of growth at this time of life, there is a tendency 
for the large demand for food to outstrip the digestive 
power, so that the stomach is no longer eq^ual to the de- 
mands made upon it by the tissues. This demand is apt 
to be met by an excesses consuniption of carbohydrate 
foods, and that, in the third place, is one of the main causesr 
of chronio dyspepsia m chil^en qf..tiiiS-^age.’ Coming closer 
to this subject, one finds a difficulty in classification, just 
as one did in the case of the dyspepsias of infancy^ Thair 
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diEB-oulty arises, again, from the insufficiency of our patho-. 
logical knowledge. We do not know what the pathology 
of many of these cases of dyspepsia is, hut I think one 
may conveniently make the assumption that they are all of 
them essentially catanrhal, in, their nature, and I shall 
speak of them under three headings. Pixst there is acute 
dyspepsia, or, if you like, acute gastro-intestinal catarrh ; 
secondly, subacute dyspepsia, or subacute gastro-intestinal 
catarrh ; and, in the third place, chronic dyspepsia, due 
to chronic gastric and intestinal catarrh. 

ACUTE GASTEIO CATAEEH. 

Acute dyspepsia in older children resembles very 
closely the similar disease which I have already described 
in the case of infants. It begins suddenly, as its name 
implies, and the c hief s ymptom is vomiting. The vomiting 
is accompanied by prostration, and often by a high tem- 
perature, and on examination you find that the tongue is 
thickly furred, but that otherwise there is very little to be 
made out. These cases usually arise from one of two 
exciting causes. One is the consumption of some irritating 
article of food. What that food is varies in diSerent in- 
stances. The stomachs of some children are peculiarly 
susceptible to irritation by some articles which are eaten 
with complete impunity by others. Thus, some children 
have great difficulty in digesting greasy things, and these 
seem prone in them to produce acute gastro-intestinal 
catarrh.' In other cases the cause may be unripe fruit ; but, 
of courae, there are many different kinds of food which may 
act as exciting causes of the condition. The other great 
exciting caus e which you have to bear in mind is nhill. I 
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have repeatedly seen cases of acute gastro-intestinal catarrh 
'brought on in children at about the period of the second 
dentition by eaiposure to cold. Thus, I have seen it happen 
very suddenly after s e a,-bathi ng. These cases are apt to 
begin chiefly with stomach symptoms and to end up with 
intestinal symptoms ; in other words, the catarrhal trouble 
seems to start in the stomach, and to extend downwards 
through the stomach into the intestinal canal. That is 
particularly the case in those instances in which the ex- 
citing cause is some error of diet. In them the intestinal 
trouble ends with diarrhoea, and the diarrhoea, by carrying 
away the irritating material, leads to a spontaneous or 
natural cure. The difficxilty which you will have in dealing 
with these oases is in being sure that they are not something 
else: You may have difficulty in realizing how severe an 
attack of acute gastro-intestinal catarrh may be ; there 
may be high temperatm e. severe pmsti^ajbion, and vomiting, 
with a fu rred t ongu e, and you will, in such a case, be apt to 
regard the condition as due to something more serious than 
a mere gastro-intestinal catarrh — ^for instance, you tvill 
think of one of the specific fevers, perhaps of meningitis, or 
some serious abdominal trouble. I have known a case of 
that sort in which the abdomen was nearly opened nridp- r 
the impression that the child was suffering from appen- 
dicitis. 

There is a group of cases in which those attacks recirc at 
intervals, in which a chUd will go for a few weeks then 
have an attack of gastric catarrh, and then go on for 
another few weeks and have another attack, and the 
mothers will describe them as ‘ 1)1110118 attacks.’ 
Some of those cases are probably genuine examples of 
recurring gastritis, but others are, I think, of nervous 



l82 


LECTURES ON DISEASES OF CHILDREN 


origm, and are closely allied to megrim. Tlie term ‘ oy olio 
vomltilig * is sometimes applied to them (see p. 376). 

The treatment of acnte g^astzio catarrli is 
quite simple; In consequence of the great depression, 
yon should put th e, child tp_bed, and withhold all food for a 
time, or as long as the vomiting is urgent; During that 
time you may administer sips of iced water in order to allay 
the thirst; If there is much vomitiag, there is no occasion 
to wash out the stomach, but m cases where nausea is 
present you may find lavage of the stomach, as in the 
case of little babies, an important help. Drugs are not of 
much assistance to you, but the most useful are calomel and 
bismuth; You should begin at the outset by giving small 
repeated doses of calomel, ^ to J grain every two or three 
hours until 2 grains have been taken ; then foUow that up 
by bismuth in large doses; Under that treatment, the 
attack rapidly subsides. And then you have to consider 
how you are to prevent recurrences of the attacks in future, 
particularly when you are dealing with a child who is the 
subject of so-called ‘ bilious attacks.’ How you are to do 
that we shall consider when I. come to speak of chronic 
dyspepsia; 


SUBAOTTTE GASTEO-INTESTINAI, CATABBH. 

We may turn next to subacute cases of gastro-intestinal 
catarrh, a condition which I think is less common tba.n the 
above, but which may be left behind after the acute attack 
has passed off, although it may also arise spontaneously 
and be subacute from the outset. In these cases the fever 
is not so high as in the acute attacks, but it is more pro- 
longed, lasting perhaps a week or ten days. And as the 
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attacks are accompanied by a tende ncy t o vo mit, and some- 
• times by dia rrhoea and a faired tongue, you will readily 
understand that these cases are very apt to be mistaken 
for typhoid fever, and many of them undoubtedly used 
to be written down as ‘ Ifastric fever.’ You know that 
nowadays the term * gastric fever ’ has fallen into disuse, 
and we know that a large number of the cases so described 
were undoubtedly cases of enteric fever, mild in degree. 
But I think it is also true that some of them were really 
instances of subacute gastro-intestinal catarrh.’ Fortu- 
nately, in the agglutination test we have a means of dis- 
tinguishing those cases from true enteric. Clinically, 
without that test there is diSS-culty, because the two diseases 
simulate one another very closely. So you must be on 
your guard not to mistake them for enteric, and vice verscLi 
The treatment of them is very much the same as that of 
acute attacks — ^namely, rest in bed, restric ted diet, and the 
administration of palomel and bismutha 


MUCOUS DISEASE. 

The last group of dyspepsias is the most important of 
all— that of ohroMc cases of gastro-iutestin^ 
catairrli. These cases are extremely common.’ You 
will meet them in some form or another in practice ahnost 
every day. Together they form a class which is fairly 
definite, although one can distinguish in it certain special 
types of the disease.- They are sometimes known -under the 
term * mnootLS disease,’ that name ha-ving been first 
given to them, so far as I know, by Dr. Eustace Smith, 
for reasons which we shall see immediately.' 

1 want to describe to you what those oases of mucous 
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disease are like, and to try to draw for you a cUulcail 
piCtlUL'e of til© condition. The ckild will usually be* 
brought to you by the mother with the complaint that 
he is wa stin g. She may tell you in addition that he is 
languid and peevish, and that he doe s nothing bu t ‘lie 
about * all da y. Very frequently you will hear the com- 
plaint that the child has a cough , and the combination of 
wasting and cough is often the thing chiefly noticed by the 
mother, and it is apt to throw you off the scent, and lead 
you to believe that you are dealing with a case of pulmonary 
tuberculosis. Over and over again such cases are sent to 
hospital with the diagnosis of phthisis. When you come 
to inqtdre further into the symptoms of the child, you will 
usually be told that the appetite is very poor. Sometimes. 
on the other hand, you find quite the opposite condition of 
things, for there is a voracious appetite. The mother will 
say that, in spite of the fact that the child eats a great deal, 
he does not seem to get any fatter. In those cases where 
the appet ite is .voracious, you will sometimes get a history 
that the child has a liking for some quite abnormal things; 
You may find that he has been eating coal an d cmders, or 
has been going to the wall and picking off pieces of plaster 
and eating them. To that condition of abnormal appetite 
the term ‘ pic a * has been applied, and it is not very un- 
commonly met with among children who suffer from this 
special form of chronic gastro-intestinal catarrh. When 
you inquire into the condition of the bowels, you will gener- 
ally be told that there is constipat ion. You will hear that 
the ch ild’s motions occur at i rreg ular, and sometimes pro- 
lo nged, intervals ; that the stools con3ist_flf more or less 
hard lumps, surrounded often by material which the mother 
compares with white jelly — ^that is to say, by mucus. Very 
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commonly you will get a History tliat the child is troubled 
with worms. Less frequently there will be a tendency to 
diarrhoea, and one characteristic of such diaCTh( ga which 
you will often notice is that it tends to come on immediately 
after the taking of food. The mother will tell you that 
immediately the child eats a meal there is a tendency for 
the bowels to act. To that condition the term ‘ henterio 
diarrhoea ’ is applied. Proceeding further in your invest^ 
gation of the case, you will find that these children usually 
sleep badly at_aight. that their slumbers are restless and 
disturbed by unpleasant dreams, and there may even be 
a tendency to somnambulism. Many of them also have 
nocturnal incon tinence of urine. The mother will fre- 
quently tell you also that the child becomes very pale at 
intervals ; she wUl say that he goes ‘ deathly white ’ for a feV 
minutes, maybe repeatedly throughout the day; These fits 
of paUor are a little difficult to explain; Some people attri- 
bute them to colic; Dr. Angel Money has described them 
as cases of ‘ vaso-motor epilepsy,’ because he supposed 
they were due to spasmodic discharges from the vaso-motor 
centre analogous to the spasmodic discharge from the brain 
cortex in epilepsy; I need hardly say that that is a purely 
hypothetical explanation; Certainly they are associated 
with vascular alterations, perhaps spasm in small arteries 
or sudden lowering of the blood-pressure ; but what the 
exciting cause of those alterations in blood-pressure is we 
do not know; 

When you come to inspect the child for yourself, you 
will usually find that he is at or about the period of 
secon d dentition — ^the majority of the cases occur in children 
b etween the a ges of five an d eight . The child usuall y loolm 
p oorfy nourishe d ; the complexion is pale , and frequently 
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there are dark rings under the eyes. On esamiiiing the 
tonfflie y ou that it presents certain well-marked 

features. As a rule, it is covered by a Jbhin fin:, through 
which you can see projecting red points, which are the 
enlarged fungifo rm papill aB. Or, in other cases, and these 
perhaps the most typical, the tongue has a glazed appear- 
ance, and is of a slightly yellowish or fawn-coloured tint, 
looking, as it has been described, as if it had been brushed 
over with a solution of gum; In yet a third group you will 
find that the tongue shows peculiar mapped-out areas, 
curious irregular patches where the epithelium seems to be 
denuded, wMch have been fancifully compared to the con- 
tinents in a map of the world ; hence it is called the ‘ geo- 
graphical tongue.’ On proceeding to ezamine the child 
further, you will find that the skin is dry and harsh; 
Usually you cannot make out any ph^^sical signs of disease 
'in any of the great viscera ; the heart, lungs, and abdominal 
organs appear to be healthy. But when you come to 
inspect the throat, you will almost invariably find that it is 
in a more or less unh ealthy coi^ition, that there is chronic 
pharsgi atiaj niore or less^ enla rgemen t of th e tonsils, and 
very feequently adenoids in the naso-pharyns. Tt is really 
to the unhealthy condition of throat that the cough in 
these cases is due, and that fact I cannot too strongly 
impress upon you. The majority of cases of cough which 
are brought before you in children are oases of throat- 
cough, and not lung-cough at all. When you examine the 
nyine you will often find that it is_t|^Hd, owin g to a dep osit 
of urates. Sometimes in such a case the mother will de- 
scribe the urine as being ‘ milky * when passed, that appear- 
ance being due to pale u rates. On chemical examination 
you will often find that it contai ns albumin, probably in 



VARIETIES OF MUCOUS DISEASE 


1S7 

many cases nucleo-albumin. Sucli obildren make up a large 
'proportion of tke so-called *oyoli o alb mnfriurias,* widoli 
are, I think, better termed simply functional or postural 
albxuninuria — that is to say, cases in irhich there is no 
organic disease of the kidney, but in which albumin or 
protein appears in the urine at particular times of the day, 
usually after the child has got out of bed and is going about. 
The morning urine which has been secreted in the night 
is usually free from any trace of albumin at all.* 

Such are the chief symptoms of a typical case of this 
so-called mucous disease. But you will frequently meet 
with cases which are not so typical as that, but in which 
one or other group of symptoms tends to overshadow the 
rest,’ And I think you can distinguish several such special 
groups. First, you can distinguish those in which the 
coMLStitntioaal symptoms pre do minat e. By 
that I mean that the chief symptom is the wasting, accom- 
panied by mental depression and languor, and perhaps by 
some degree of mental irritability. Then there is a group 
in which the stomacli symptoms predominate. 
The chief complaint in those cases is that there is pain 
after food — a pain which you will frequently have difficulty 
in referring to the stomach or colon, but which may prob- 
ably have its seat in both, owing to flatulent distension 
of the stomach and large bowel.' Other cases which 
certainly belong to this kind of intestinal disorder will b© 
brought to you simply for worms, and I want to 
impress upon you at this point that you should always 
regard worms as a symptom, and not as a ^eaM.' They 
^e^^a^ symptom of chronic intestia al catarrh , and not a 
disease in themselves. Other cases will be brought to you 
solely with the complamt of lieutorio dlarrliosaf — 
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that is to say, the diarrhoea is so prominent a symptom as 
to overshadow all the rest. And, lastly, you will have cases 
brought to you for restl ess and dist-nrljea nights, 
the so-caUed pavor noctumus, or night terrors. 

We will pass on now to glance at the pathology of this 
disease so far as we know it; Xt is diMcult to speak at all 
dogmatically in this matter, because there is an almost 
complete absence of post-mortem evidence in regard to it; 
It is not a fatal disease ; it leads to much ill-health, and it 
predisposes the child to suffer from more serious disorders, 
such as tuberculosis, but it is not in itself inimical to life, 
and thus there is no opportunity for investigating its 
morbid anatomy. Dr. Eustace Smith has a very neat 
theory to explain all the symptoms detailed above. He 
says that mucous disease is due to an over-secr etion of 
mucus tluroughout the whole alimentary canal ; that the 
excess of mucus produces in the stomach sluggish and 
painful digestion ; in the intestine it wraps round the in- 
testinal contents, the consequence of which is that the 
digestive juices get imperfect access to the food, and hence 
absorption is interfered with, and as a result the child 
wastes. Moreover, the scybalous masses in the large 
intestine get coated over with mucus, so that the wall of 
the gut gets no purchase over them to squeeze them along, 
but glides over the masses ; hence the frequency of con- 
stipation; In addition, the mucus forms a good nidus for 
the worms to live and feed and lay eggs in. One might go 
further, and say that in the cases in which there is albumin 
in the urine it is very often a nucleo-albumin, and that tin's 
is due to analogous over-secretion from the cells lining the 
urmary passages. And one might also point to the throat, 
and say that there, too, one finds chronic catarrh and the 
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production of an excesave quantitj of mucus; This 
theory, then, as you vnll see, is very neat and ingenious, 
and it does explain fairly satisfactorily most, at least, 
of the symptoms- But it is one which it is very difficult 
to he sure about. In those cases iu which you get the 
passage of masses of mucus from the bowel there is a 
considerable amount of evidence in support of it. But this 
does not always occur, and the real importance of the 
theory is that the treatment which is based upon it is cer- 
tainly justified by its results. That treatment I shall 
describe to you immediately. There are many who do not 
accept the mucus theory, but who consider that these cases 
are more obscure than any such explanation as that would 
lead you to believe. They think one is here dealing with 
a disorder of metabolism — a defective power of assimilation 
which they compare to the gouty condition in grown-up 
people. They say — ^and especially French authors — that 
those children have the ‘ arthritic diathesis,’ whatever 
exactly that may mean. There are physicians in this country 
who also maintain that view, and believe that these cases 
are due in some way, not completely xmderstood, to an im- 
perfect elaboration of protein material, which leads to the 
production of an excess of uric acid, pretty much as you 
know takes place in gout. Between these two theories I 
shall not attempt to decide, because, as I have said, there 
is no definite ground to go upon in the argument. I want 
further to point out to you that whatever the true theory 
of the mode of production of the symptoms is, there can be 
no doubt whatever about one frequent exciting cause of the 
disorder, and that is a matter which it is of more importance 
for you to know. It is the,.excessive consumption of sugar. 
That is so common and so well recognised a cause of this* 
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disease that you might almost call it the dyspepsia of sweet- 
eaiing children: You will remember that cane-sugar is 
eminently a producer of mucous secretion: If you take 
cane-sugar into the mouth and suck it, the mouth becomes 
sticky, not merely from the presence of the sugar, but from 
the secretion of a -viscid mucus by the salivary glands: So 
that this fact would also fit in quite well with Dr. Eustace 
&nith’s theory: 

We come now to the diagnosis of chronic gastro- 
intestinal catarrh: I have said that these cases will 
come before you with great frequency, and there is one 
condition which you are particularly apt to mistake 
them for, and that is tuberculosis in some form: One 
reason for this is that the child is so often brought for 
cough and wasting, a combination of symptoms which 
in a grown-up person you are apt to associate with the 
presence of pulmonary tuberculosis. But I would ask you 
to remember once and for all that pulmonary phthisis 
is a rare disease in children. Tuberculosis at this age does 
not tend to take the pulmonary form: If you are in doubt 
whether you are dealing with a case of latent tuberculosis 
somewhere, I advise you to give heed to the temp erature ; 
make a poi nt of t aking it ni^t and mornin g for a few 
days; Dyspeptic^ casM ar e not accom panied by f^er, or, 
at all events, the fever is not continuous: There may 
be transitory attacks of fever during the exacerbations of 
the condition, but these only last a short time, whereas 
cases of tuberculosis, no matter where situated, tend to be 
accompanied by nocturnal rises of temperature, which 
persist for several weeks: 

Finally we arrive at treatment. If you set about 
this in the right way, I think I can promise yon very 
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satisfactory results; But if you are uot familiar with 
these cases, you will find them very troublesome and 
chronic, and fliffi cult to cure. Seeing that I have Just 
mentioned that the excessive consumption of carbohydrate 
food, particularly sugar, is imdoubtedly one of the chief 
exciting causes of this form of dyspepsia, the main line of 
treatment must be dietetic. The first thing to do is to 
attend to the food; The sheet I have put into your 
hands describes to you the chief lines upon which the 
diet for such cases should proceed; 

DiBSCTioKs roB Diet in Chbonio Dtstetsia. 

No food must be taken between the regular meals. 

No sugar or sweets of any sort are to be eaten. 

Tbe oliild must twt eat : New bread, potatoes, peas or beans, tnmips or 
carrots, pickles, pastry, jam, sjrup or treacle, or cakes. 

Tbe diet should ebiefiy consist of: Stale bread or dry toast, with butter 
or dripping, bacon, eggs, fish, meat, milk, plain milk-pudding (except 
cornflour, arrowroot, or sago), and green vegetables in small quantity. 

You will see that it consists essentially in the limitation 
of carbohydrates, and in the almost total prohibition of 
sugar. If you will keep that broad principle before your 
minds, you will have no difficulty iu adjusting the details; 
Next to a change of diet I put in order of impoartance 
phange of a ir. Bepeatedly one has seen cases which w^e 
h ang ing fire and not doing wdl get better right away when 
they were sent to a convalescent home at the seaside. That 
is probably to be explained on the groimds which I have 
already mentioned, that many of these cases are due to a 
lack of physical exercise and confinement to school for long 
hours, and to unhealthy homes. Next we come to consider 
the question of dlTUgS. You will find that the drugs chiefly 
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of tise at the outset of the case are alkali^ and aperients.- 
I tTiink aperients are useful no matter what the state of tho 
bowels — ^whether there is constipation or not — ^and it is a 
good routine plan to begin by using them. The usefulness of 
those remedies may also be accounted for on the excessive- 
production-of-mucus theory; According to the holders of 
that theory, one should administer alkalies because they 
are an admirable solvent of mucus. And one administers 
aperients to get rid of the mucus which has been so dissolved; 
Whether the explanation is right or not, at all events you 
will get great success from the adoption of this line of treat- 
ment; I use some such prescription as this ; Pot. bicarb., 
pot. cit., aa 5 grains ; tinct. nueis vom., 1 minim; eompoxmd 
infusion of gentian, 2 drachms, given with a little water a 
quarter of aa hour before the meals. The action of each in- 
gredient of this prescription is believed to be this : The bicar- 
bonate of potash dissolves the mucus. The citrate is given 
largely because these children tend so often to have thick 
urine and the passage of urates; The nux vomica is given 
to increase appetite, which is usually bad; The gentian 
is given for the same reason, and also because it has a 
mild astringent action on the mucous membrane of the 
stomach. In cases in which nervous symptoms predomi- 
nate bromide of ammonium should be added to tho 
prescription. 

The aperients I like to begin with consist of rhubarb 
and mercury in the following combination : Rhubarb 

»vasir-h a,* 

powdOT, 8 grains ; bicarbonate of soda, 10 grains ; gray 
powder, 1 to 2 grains, according to the child’s age. This 
should be given every night, or in a milder case every other 
night. Rhubarb is selected because it has not only an 
aperient action^ but it has an astringent after-action^ and 
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a tonic effect upon the flabby mucous membrane. One 
adds bicarbonate of soda for the same reason as in the other 
mixture ; and many cases are undoubtedly greatly bene- 
fited by mercury in some form or another, probably because 
mercury seems to have a peculiar specific influence in 
diminishing catarrh of the alimentary canal. After a course 
of such treatment for a fortnight or so, you vfill probably 
find a striking degree of improvement ; the child’s appetite 
will have returned ; he will begin to gain flesh ; he will no 
longer suffer from restless nights, and you will have reached 
a stage at which you can begin the administration of tonics , 
which must include iron in some form or other. A very 
good form is the wine of iron, given with an aperient in the 
form of aloes.* I want particularly to impress upon you 
that you should defer the administration of those tonics, 
particularly iron, until you have got the tongue clean and 
the stomach in a healthy condition. There is no commoner 
mistake than to treat these cases at once with cod-liver oil 
and Parrish’s food as soon as they are seen. The doctor is 
apt to order them iron to make them strong and cod-liver 
oil to make them fat ; and such treatment, if begun too 
early, does harm instead of good; It is a good rule in 
medicine not to begin the administration of iron until the 
stomach is in a healthy condition, because iron is almost 
always an irritant to the stomach, and it is not absorbed 
and made use of until the alimentary canal is brought into 
a condition somewhat approaching that of health. On 
the other hand, malt extract is imdoubtedly of use some- 
times in promoting the asamilation of starchy foods. 
Although that should be your general line of treatment, 
you will find that special symptoms in particular cases may 
• Vinum fern, gi. ; decoct, aloes co.. Si- or gii. — after each meal. 
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call for special remedies. Many patients, for instance, are 
troubled -with gastric pain or colic, wMcb may be estsemely 
obstinate, and sometimes the only thing to which it will 
yield is opium. The best form in which to give it is Dover’s 
powder, and 2 or 3 grains ought to be sufficient. If you 
have lienteric diarrhoea to deal with, you will find the best 
thing to do is to give small doses of opium before meals — 
perhaps 2 minims of the tincture of opium may be enough — 
and it is well to combine with that a drop of Fowler’s solu- 
tion and a little nus vomica.- Lienteric diarrhoea is brought 
about by peristalsis in the upper part of the bowel being too 
active and too easily excited refiexly, so that when food is 
introduced into the stomach, instead of merely exciting the 
stomach it starts a wave of peristalsis, which spreads 
through the intestine and leads to a motion: Opium is 
often the only thing which will allay that and prevent the 
diarrhoea. Should headache be a prominent symptom, as it 
is apt to be, I recommend you to pay particular attention 
to the refraction of the eyes. You will often find that there 
is a slight error of refraction, astigmatism, or hypermetropia, 
and if you correct that by means of suitable spectacles the 
headache disappears at once. The cough, which is so 
common in these children, may necessitate local treatment 
directed to the throat ; you may require to use -nai a a l 
douches, or washing out of the back of the throat -with an 
al k a l ine and antiseptic solution. But in many instances 
you have to proceed sooner or later to the removal of the 
tonsils, and perhaps also of adenoids. But the relation of 
adenoids to these cases I shall discuss more fully in another 
lecture. 

I have already mentioned that children who suffer from 
this form of indigestion are very prone to have worms^ and 
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I may conclude what I have to say to-day by a brief 
discussion of this complication. 

INTESTTNAIi WOEMS. 

There are three varieties of worms which may inhabit the 
alimentary canal of children. These are the tap^wojm, 
the round- worm, and the thread- worm. On rare occasions 
other forms are met with, but for practical purposes these 
are the only worms we need discuss as affecting children in 
this coimtry. 

Tape-Wobms. 

Two varieties of tape-worm are found in children. These 
are the Tcenia cuGumerina and the Tania mediocandlata. 
The first of these is much rarer than the second, and is, in 
fact, not very well known. It is a comparatively short tape- 
worm, and its presence is recognized by the passage of small 
oval segments. Both the cases I have hitherto met with 
were in infants at the breast, as is usual with this worm ; 
this extraordinary point in the distribution of Tcenia 
cucum&rina naturally causes difficulty in diagnosis. You 
may ask. How in the world does a child nursed at the breast 
get a tape- worm ? It appears that this particular worm is 
always acq uired f rom oats, and in every case it is found that 
the sufferer has been m"elose association with one of those 
animals. 

Tomia medio oan dlca^ is the conunon tape-worm with 
which yon are all familiar, both in children and in adults. 
It seldom occurs in young children, but is frequent at and 
after the second dentition. 

CQiilclren are often brought by their mothers for advice 
with regard to worms. Various symptoms are supposed to 
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be caused by their presence, such as wasting in sp ite of g ood 
appetite, abdominal pain, and so on. Let me say at once 
that, ezcept possibly in the case of thread- worms, I know of 
no symptom that points definitdy to the presence of worms. 
The only method by which you can diagnose the existence 
of worms in the alimentary canal is by actually seeing 
segments or entire individuals in the fseces. 

Tredm&nlt of Tape-Worms. 

This is not such an easy matter as one might suppose. 
You will often fail to get away the whole worm, and this is 
in many cases because the condition is not taken seriously 
enough, and treatment is half-hearted. 

The patient should remain at least twenty-fom hours in 
.bed, and for so me h ours before the anthelmintic is given, 
and until the worm is passed no solid food at aU must be 
allowe d. Begm m the e^’-emng by giving a purge so as to 
clear the alimentary canal as much as possible, and thus 
expose the worm to the direct action of drugs. A full dose 
of castor oil, or of liquorice powde r, or of calomel, should be 
administered; it does not very much matter which, pro- 
vided the dose is a sufficient one. 

Of the anthelmintics none surpasses m ale f ern, which, on 
account of its nauseous taste, is best g ive n in cap sule in 
15-grain doses every quarter of an hour for four doses. A 
child of the age at winch tape-wmmls common will stand 
such a dose quite well : children, in fact, hear all aperients 
well in comparison with adults. Having given four such 
capsules it is best to w ait for an hour or so, and then to give 
purge to clear ou t the worm. As a quickly-acting 
aperient is wanted, an efiervescing saline, followed by a hot 
drink, is useful. 
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It is very important to attend to details in tie passage of 
the resulting motion. I t should he passed into warm watOT 
^diminkh jbhe risk of hr eaM ng^the worm. There shotdd be 
a sheet of black crSpe on the bottom of the vessel, which 
assists the search for the head of the worm ; this can often, 
with a little practice, be recognized by the naked eye. It 
is only when the worm is completely evacuated and the 
head seen that one can be sure of success. Sometimes only 
part of the worm is passed, and the administration of a dose 
of morph ia to the worm h as been sugg^ted, with a view to 
paralyzing the remainder and causing its passage. 

If the treatment fails it is not advisable to repeat it until 
after an interval to allow of growth. As a rule this takes 
about two months. The essentials are rest, starvation, 
purgation, full doses of an anthelmintic, and care in the way 
in which the worm is received when passed. 

About the treatment of Tcenia cttcumerina I cannot tell 
you much. Personally I should be rather afraid of giving 
male fern to a little baby ; I should prefer calomel, and 
perhaps small doses of santonin as well. Both the cases 
to which I have referred had calomel only, and soon ceased 
to pass segments, though I had not the opportunity of 
searching for the head. 

RoXnSTD-W OBMS. 

As in the case of the tape- worms, there are no symptoms 
characteristic of this worm, the Ascaris lu mh ncoi d^. There 
is, however, no doubt that it may cause r^ex nervous dis- 
turbances of various kinds. I have myself seen cases of 
convulsions which ceased after the passage of a round- 
worm. These worms axe probably derived from certain 
kinds of food, particularly raw vegetab les, such as salads. 
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I once had to do -with a familj of strict vegetarians, in which 
the father, mother, and both children were sufEeriiag from 
round- worms, and I do not doubt that it was from their 
vegetables that they had contracted the parasites. With 
a view to prevention it is well to see that anyone who 
has had a round-worm should avoid such foods, or at 
least take the most careful precautions about washing and 
cleaning them. 

The round-worm is the only kind of common worm to 
which any danger attaches. The danger arises from this 
reason, that they are always prone to wander. When the 
worm wanders upwards into the stomach, it is generally 
promptly vomited ; but it may obtain entrance into the 
larynx and cause suffocation, or into a bronchus and set up 
bronchiectasis. If a child passes a round- worm it should 
be at once put through a cotirse of treatment, for these 
animals often hunt in couples. Fortunately round-worms 
are more easily got rid of than tape- worms. 

Santon in is the best remedy, for it is effective and safe ; 
amongst numerous other ahffielmintics, thymol has been a 
good deal used. Santonin should be exhibited as a powder 
in this combination i 

Santonin gr. ^ 

Calomel . . . . . . . . . . gr. 

Sugar q.s. 

Give one such dose for every year of the child’s age every 
night for three or four nights. So much, then, for round- 
worms : their treatment is simple, and when once the worm 
is seen there is no anxieiy as to any of it having been left 
behind, 
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Thkead-Woems. 

The third and commonest variety o£ worm that attacks 
children is the O^wis vermicidqris. It is very important 
to realize that thread- worms are not a disease in themselves, 
but a symptom of an unhealthy state of the large bowel. I 
doubt very much whether a thread-worm can exist in a 
bowel that is healthy. The sort of condition required is one 
of catarrh associated with the presence of mucus. It is in 
the folds of the swollen mucous membrane that the worms 
lodge, and to be successful in treatment this condition must 
be remedied. 

Another difficulty is that the patient, if a child, is con- 
stantly reinfecting himself. Further, the ova are often 
deposited in the vermiform appendix, which forms a 
regular breeding-place fox oxyuxis. When once one has seen 
such an appendix full of young worms, it can be realized 
how difficult it is to stop the constant reinfection. 

This brings us to the symptoms caused by thread- worms. 
There are certain purely local effects, such as irritati on, 
scratchi ng, and so on. Beyond these, it is quite possible 
that incontinence is sometimes due to worms, but there is 
much less ground for the belief common amongst mothers 
that picking at the nose is evidence of them. As regards 
pallor, abdominal pain, wasting, headache, and other vague 
symptoms, I am convinced that these are really due to the 
state of iU-health which permits the worms to flourish, and 
which I described in the earlier part of this lecture. 

To get rid of the worms it is necessary to deal with this 
underlying condition by the methods detailed above. 

Some authorities recommend santonin by the mouth for 
thread-worms. I am not at all sure that it has any 
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anthelmintic efEect on them, and if you adopt the methods 
I have indicated there will be no need to use it. 

To deal with the worms locally, various injections have 
been proposed. In fusion of quassia i s an old-fashioned pre- 
scription, and a very good one ; solution of common salt, in 
the proportion of an ounce to the pint, is another ; and 
infusion of garlic is sometimes very efEective. These may 
be safely used every night for a time. The following may be 
injected every other night for three doses with good results : 

Oil of turpentine . . . . . . 3ii- 

Santonin . . . . . . . . gr.^ ii. 

Starch mucilage . . . . . . §vi. 

There are two diSerent systems of giving an injection for 
these worms. Some physicians advise a large injection so 
as to reach as far up the bowel as possible. Others prefer 
a small one that it may be retained as long as possible. My 
own feeling is in favour of sm all injectior^, which have the 
advantage that they cause much less discomfort, as the 
process is one which is frequently repeated; this is an 
important point when dealing with yotmg children. 

The injection should be given warm, and quite slow ly, 
through a funnel. The pelvis of the patient should be 
raised. An injection of 6 ounces when given thus may in a 
child reach the transverse colon by reversed peristalsis. 
This small quantity is safer and less likely to be painful t.hgn 
the larger doses ; in addition, it is far less likely to damage 
the intestine, whose wall is thinner and more easily ruptured 
than is often thought. 

A small portion of ung. hydrarg. inserted into the 
rectum every night for a few nights is also a very useful 
local remedy. 
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It is well to order a little weak wMte precipitate or nitrate 
of mercury ointment for local application, to relieve itching 
and to prevent wandering of the worms. 

I will only repeat that local measures are less important 
than attention to the state of the intestine, for if the worms 
are only killed off locally they will certainly come back, a 
process which has been known to continue for years. 

If I have mentioned to you but a few lines of treatment 
it is because I believe that if they are thoroughly carried 
out satisfactory results will always be obtained. 
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RHEUMATISM BST CHILDHOOD 

— I wist to bring before you in this lecture the 
subject of xlieumatism as it manifests itself in early life.’ 
Now, there are few diseases commoner than rheumatism in 
one or other of its many forms in childhood, and one may say 
also that there are few more serious, or in relation to which 
your responsibility is greater ; for rheurnatism, you will 
remember, in^arlyjtfe is often the parent of cardiac disease 
in later.life, and many people sufEer from disease of the heart 
for a large part of their adult existence because they had 
an attack of rheumatism which was overlooked by the 
medical attendant in their childhood. That is why I want 
to impress upon you your responsibility in relation to this 
disease. It is a condition which, if properly treated, may 
be cut short, and, if cut short, many consequences which 
would otherwise blight the life and activity of the subject 
of it may be prevented; 

By rheumatism in children I mean something quite 
specific and definite. You know that the term in relation 
to adults is one which is used in a very vague sense; One 
talks of * chronic rheumatism ’ of a joint, for instance, 
without having any very clear idea before one’s mind of the 
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exact patliological state of tliat ioiat; No'nr, in the case of 
children one does not talk in that loose One means 

by rheumatism axL acute Specie ^se^as^ which is 
almost certainlY ^e^tb a spe^o m cr o-organism; Indeed, 
I think the modem view that acute rheumatism is due to 
a micro-organism receives strong support from the study of 
the disease in childhood; All micro-organismal diseases, 
all acute specific fevers, as you know, tend to he commoner 
in early life, and the great frequency of rheumatism in 
childhood is an a 'priori argument in favour of the view that 
it also is due to a specific micro-organism; Most people 
have now come round to that opinion, and they regard 
rheumatism as a morbid entity, as definite and precise in 
its pathology as typhoid fever or diphtheria; Now, though 
rheumatism may certainly be regarded nowadays as being 
due to a specific organism, you require for its production 
not merely the organism, but a suitably prepared soil; 
Clinical observation shows that all children axe not equally 
subject to attacks of rheumatism: There are few diseases, 
indeed, in which heredity plays a more definite part; You 
constantly find, when you inquire into the family history of 
children who are sufiering from one or other manifestation 
of acute rheumatism, that other members of their families 
have been similarly afiected ; and I think you can recognise 
when you meet them children who are so predisposed by 
heredity; I have often pointed out to some of you in the 
wards and iu the out-patient room the '^irpical rlien- 
ixisiitic ehil flj from whose facies you can say that he 
is prone to become the subject of this disease; These 
children are usually past the second dentition, for young 
children rarely sufier from rheumatism; They are ^rk 
rather than fair ; their ^r^is.dark, the eyes are dark, and 
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they have long, dark eyelashes. At the same time, they 
have a peculiarly white sHn and a very good complexion'; 
they have a clear, bluish- white sclerotic, and they have often 
very well-formed, massive teeth, and particularly la^e, 
square, central upper inckors. They also exhibit very 
constantly what is termed a neuiotio temperament — ^that is 
to say, more than other children they are subjecF to minor 
nervous disorders; I think you wiU find it an advantage 
to have such a picture of the typical rheumatic child before 
you; It has occurred to me several times by recognising 
these characters to suspect rheumatism, or to be specially 
on the look-out for it, or to be able to say of a particular 
child that he would easily become the subject of rheuma- 
tism, and so to advise the taking of special precautions 
against infection; 

Now, xmfortunately, we do not know how those children 
become infected. We do not know definitely the path by 
which the rheumatic organism gains access to the body; 
We are unable to trace it as we can trace, for instance, the 
path of the tubercle bacillus. But I think there is at least 
a reasonable amount of evidence to show that infection 
takes place in perhaps the majority of cases ihrough_the 
throat. Now, QXiJiealtlxy tliroats are so common in 
children that one need never be surprised that the local 
resistance there is lowered ; and I believe that a great many 
diseases could be prevented — and among them rheumatism 
— by a greater attention to the state of children’s throats; 
I shall have occasion, however, when I come to talk of 
adenoids in infancy and in childhood, to speak a little more 
fully upon this subject. The organism, having gained 
access by the throat or by some other route of which we are 
ignorant, tends to manifest itself in certain tissues in 
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cliildreii more than in others, and in particnlar the fibrous 
tissues and membranes are subject to its attack ; I mean 
such membranes as the valves of the heart, the tendons, 
the sheaths of muscles, and the fibrous aponeuroses.- 
These are the tissues WlliCll are most TtUXLer- 
able, it would appear, to the attacks of the rheumatic 
bacillus. Now, in this respect rheumatism, as it shows 
itself in children, difiers considerably from the same disease 
as you see it in grown-up people, and it is much to be re- 
gretted that the ordinary text-book description of rheu- 
matism is dra-wn from a study of the disease as it occurs in 
adults. Rheumatism ought to be described as it occurs in 
children, because it is in children that you see it in by far 
its most -virulent manifestations. No one who has seen 
much of the disease in children will fail to recognise that the 
joint manifestations are often very -trivial or altogether 
absent, so that, had it been studied primarily in children, it 
would never have been called acute articular rheumatism, 
which is the name usually given to it in text-books. That 
title is correct as regards grown-up people — ^in them the 
joint manifestations dominate the whole picture — ^but in 
children it is not so. In them rheiimatism may invade the 
body, and almost pass over the joints altogether ; or, at all 
even-ts, the joint affection may be so trivial and transitory 
that it may be completely overlooked. On the other hand, 
it is an unfortunate fact that it is -the valves of the heart 
more, perhaps, than any other part which tend to be the 
chief point of attack of the rheumatic poison in children, 
and for that reason the disease assumes in them a degree 
of danger and importance which is wanting in the case of 
the adidt. Not only is the joint affection often exceedingly 
tri-vial in children, but you -will often find that the degree 
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of fever is e^remelj sliglit. Cliildren suSering from acute 
rlieumatism. may have a rise of temperature amounting to 
only one or two degrees, and they hardly ever exhibit that 
dangerous rise of temperature which is spoken of as rheu- 
matic hyperpyrexia. For some reason, the whole febrile 
side of the ^sease is much less marked in the young. 
Indeed, some people go the length of sayir^ that it would be 
more tcue to describe the endocarditis as the essential part 
of acute rheumatism in children, and the joint manifesta- 
tions as mere complications, and that it is qidte wrong to 
assume the attitude which one is apt to do, and speak of the 
joint lesion as the essential thing and the endocarditis as 
the complication; The next point I want to emphasize is 
that the manifestations of rheumatism in early life are far 
more protean than in grown-up people. There are all sorts 
of forms of rheumatism in children which you may be apt to 
think are not rheumatic at all unless the fact is first pointed 
out to you. One may classify the Gls.ia:f ZUaiSlifestiac 
tions of the disease as follows ; First, articular in fiamm a- 
tioD, the ordinary synovitis of joints ; secondly, mus cula r 
or fasci al rheumatism ; thirdly, rheumatic nodules ; fourthly, 
endocarditis, m yocarditis, and p ericarditis ; fifthly, erythe- 
mato u s eruptions of various sorts ; sixthly, chorea ; 
seventhly, pleuris y ; and, lastly, tonsillit is. I have not 
mentioned these rheumatic manifestations in the order of 
their importance. If one had done this, one would have 
placed the heart manifestations first. I have merely 
put them in series to show you how varied are the 
forms assumed by rheumatism in early life. Now, these 
different ma ni f estations of the disease may co-exist, or 
they may succeed each other in any order. Given a 
predisposed to rheumatism, he may show at one tiiuft a few 
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articular pains. These pains may pass ofi, and a few months 
la'ter the child may have a little muscular and fascial rheu- 
matism somewhere ; later on, perhaps, he gets an attack of 
chorea, and that may be complicated by an eruption of 
rheumatic nodules and by some infiammation of the peri- 
cardium ; or the child may have repeated attacks of tonsil- 
litis, and occasionally fugitive erythematous eruptions, or 
even, perhaps, an attack of pleurisy ; and in that way all 
these events may be spread out over childhood, one occur- 
ring at one time and one at another, but all being simply 
difEerent manifestations of the one poison — ^namely, that 
of acute rheumatisra. 

I now want to look briefly with you at each of these 
members of the rheiimatio series. 

The joint pains I have already referred to; I have 
pointed out that they are often so slight as to be over- 
looked. But if you watch your cases of rheumatism care- 
fully you will usually find so7ne involvement of the joint 
at least at one or other period of the illness. It is very rare 
for a case to run anything like a prolonged course without 
there being at any rate some articular inflammation, hut 
its degree may be extremely slight. Further, the inflamma- 
tion of the joints is not so intense in its local manifestations 
as in the grown-up person ; there is much less swelling and 
heat, hardly ever any redness, and there is comparatively 
little pain. 

The mnsctQar and fascial rheumatism of 

childhood deserves yotu: special attention, not because it is 
of importance in itself, but because it should act to you as 
a danger-signal. The pains of muscular and fascial rheu- 
matism are commonly called, in the nursery, ‘ growing 
pains.’ That, gentlemen, is a phrase which has crippled a 



2o8 


LECTURES ON DISEASES OF CHILDREN 


great many hearts: Mothers and nurses are apt to regard 
growing pains as something physiological, something to bfe 
expected in growth. I need hardly say to you that that 
is an absolutely mistaken view. Those so-called growing 
pains are, in the great majority of cases, nothing more than 
the local manifestations of rheumatism in the muscles and 
fascia, and if they are neglected and the child is allowed to 
go about with them, he may very easily slide into endo- 
carditis. A great many cases of heart disease come before 
you in later life in which you can obtain no definite history 
of rheumatism in childhood, and many of these, no doubt, 
are cases in which there have been these fugitive muscular 
pains, which have been so trivial that no notice has been 
taken of them until the heart has become seriously damaged. 
These pains are particularly apt to affect certain parts of 
the body. I think you will find that the tendons of the 
hamstring muscles are more commonly involved than any 
other part, and that may lead you into errors of diagnosis. 
For instance, you may think that you have to do with a 
case of spastic paraplegia because the child walks on his 
toes, with the knees slightly bent, in order to spare the 
tendons ; or you may suspect some bone trouble or some 
affection of the knee-joint. 

The appearance of nodules, the third manifestation I 
have mentioned, is almost peculiar to early life. I think I 
have only twice seen rheumatic nodules in grown-up people, 
whereas in children they are of extreme frequency. Prob- 
ably many of you are familiar "with the appearance of these 
nodules ; they are little things, varying in size from a pin’s 
head to the size of a pea or bean. They tend to occur 
under the skin where the bones come near the surface. 
Thus you find them over the olecranon and the patella, or 
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on tlie spines of tlie vertebrae, down tbe centre of tlie back; 
•You may discover them also forming a festoon around tlie 
edge of tbe scapula, or dotted along tbe occipital suture at 
tbe back of tbe skull. You may also sometimes find them 
over tbe tendons. Presently I shall show you by means of 
lantern slides some nodules in one or two of these situations. 
But I want to impress upon you that they require to be 
carefully looked for. They are often more easily felt than 
seen, and they are apt to escape your observation. They 
are characterized by being Uprfectiy painless, which may 
surprise you, and by being extremely mobile. When you 
cut into them you find they consist of little nodules of 
fibrous tissue, tbe fibres being arranged concentrically 
round a core of fibrin. Those nodules are not in them- 
selves of any importance whatever ; it does not matter if 
there are little fibrous lumps under the skin here and there ; 
but, like those rheumatic pains which we have been con- 
sidering, they are of the greatest importance as danger- 
signals, because they tend to go along with the heart com- 
plications, with endocarditis and pericarditis, and if you find 
rheumatic nodules coming ont you may be fairly certain 
that there is progressive heart mischief going on. Dr. 
Cheadle says that when these nodules become really largo 
they are practically equivalent to a sentence of death, be- 
cause their significance as regards the state of the heart is 
so serious. You may compare them, if you like, to the 
vegetations which form on the edge of the valve in the 
heart. Just as in endocarditis of the mitral valve vegeta- 
tions form along its edge, so in the case of nodules there are 
analogous fibrous deposits under the skin ; but in the one 
case you speak of a vegetation and in the other case you 
speak of a nodule. Pathologically they are very much 
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tlie same thing in the two oases. In the case of the nodules 
you may say they are vegetations which you can see 
feel, while you may call the vegetations on the valves of 
the heart nodules if you like. 

The fourth group of manifestations are those which 
occur in the These, I need hardly say, are the 

most important of all. It is because their results are in- 
capable of being entirely compensated for — ^because a valve 
once attacked is damaged irretrievably — that these forms 
of rheumatic manifestation are so serious. The com- 
monest of them is endocarditis associated ^vith pericarditis, 
and you may take it that in the majority of children who 
sufier from rheumatic heart afiection these go together. 
You may not always be able to recognise pericarditis, but 
there is usually some degree of it present if there is endo- 
carditis ; and probably the converse is also true. You 
know that of recent years great attention has been paid in 
the pathology of the heart to the myocardium, and to the 
study of the changes which it undergoes in disease. How, 
a study of the myocardium in acute rheumatism shows 
that it also is apt to be the seat of damage. You find 
small-cell infiltration between the muscle-fibres’; you find 
degeneration of the latter, and you find later a develop- 
ment of fibrous patches. 

It is because of these three things tending to occur more 
or less together — endocarditis, pericarditis, and myocar- 
ditis — ^that some people prefer to speak of the heart aSec- 
tion of rheumatism as simply * carditis, * meaning an 
inflammation of the heart in all its parts ; and that is what 
you have to deal with in the majority of cases. But all 
the valves of the heart are not equally subject to attack in 
alieumatism. You may take it that in most cases the 
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lesion whicli results from rheumatic heart affection in early- 
life is mitral stenosis ; and in ths majority of cases also 
that is associated -with more or less adhesion of the peri- 
cardium. Certainly in fatal cases these are the t-wo changes 
which you find almost constantly : vegetations along the 
edge of the mitral valve, and more or less adhesion and fluid 
in the pericardium. Many children -will escape those rheu- 
matic manifestations as far as they affect the heart ; and 
it -will depend to some extent upon you how many of your 
patients so escape, because the better you are at detecting 
rheumatism the more easily you recognise its trivial mani- 
festations, such as gro-5ving pains, and the more seriously 
and energetically you treat them the less will be the ten- 
dency for the heart to be affected ; and by so doing you 
will prevent a great deal of subsequent cardiac disease in 
later life.’ 

In the majority of cases you will find that the first 
attack of rheumatism does not permanently damage the 
heart; It is only after the second or third attack that the 
heart becomes the seat of lasting disease. It is true that 
in the first attack you may hear a whiffing systolic murmur 
at the apex, and you may therefore conclude that you have 
to do with damage of the mitral valve, which -vdll go on to 
mitral stenosis or incompetence; and it is perfectly true 
that in such a case you may have to do -with permanent 
damage of the valve. Yet there is no doubt that in many 
oases the murmur disappears entirely later on, and the heart 
becomes, so far as you can tell by examination, perfectly 
healthy once more. But if there is a repetition of the 
attack for a second or a third time the damage to the heart 
is almost certain to become permanent. 

I now pass on to consider erytliemata as a sign of 
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iheumatism. An eryt hema is, as you know, a red erup- 
•(^n wMch appears like ji blush over part of the skin, accorgi- 
panied b y more or l ess local he at, and which fades away 
again in a short time ; and there are some particular forms 
of erythema which are almost peculiar to rheumatism. 
One of them is erythema nodosum ; I think everyone 
will admit that it is related to rheumatism. It consists of 
an eruption of spots, slightly elevated, and usually more or 
less roimd or oval, which tend to appear particularly on 
the lower extremities, over the shins or calves, and are 
slightly tender. The skin over them is glazed, and they 
are often accompanied by a local inflammation of the ankle- 
joint. Sometimes there is a hsemorrhagic tendency in 
these cases, so that you get not merely erythematous 
patches, but actual hasmorrhages into the skin, and to that 
form the term ‘pdiosis rTiewmatica is applied. Then you 
may get large extensive areas of erythema over the trunk, 
a condition which is often spoken of as erythema marginaium. 
You wiU find that it tends to occur in circular patches with 
crescentic outlines. It may involve almost the whole body 
at one time, and may be, and not uncommonly is, accom- 
panied by rheumatic manifestations in the heart. 

Of clioreai I do not intend to speak in detail. It is a 
disease which you have plenty of opportunity of seeing in 
the wards, and it is hardly necessary for me to take up 
your time with a description of it. I shall only say that 
as regards its relation to rheumatism most people believe 
that in about 75 per cent, of the cases of chorea there is an 
undoubted rheumatic association. Some people say it is 
invariably rheumatic, because you must remember that 
chorea is only one event in the series. It may be the first 
event, and if you follow the course of that child out you 
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TOBLj easily find that later on he develops so-called growing 
pains, or joint infiammation, or endocarditis. Pleiizls^ 
also I do not require particularly to describe, because we 
shall come to it in another lecture ; but it is not a common 
manifestation of rheumatism, and when it is rheumatic in 
its origin it is probably usually of the nature of a dry 
pleurisy, or one without much eSusion. Seeing that the 
pleura is in the nature of a large fibrous membrane, one 
would expect it to be more commonly attacked by the 
rheumatic virus than it is. But it is not nearly so suscep- 
tible as many other fibrous membranes. The reason for 
that I do not know. 

Tonsillitis in its relation to rheumatism is a sub- 
ject about which it is very difficult to speak definitely, 
because I do not think one can say that there is any given 
type of inflammation of the tonsil of which you can assert, 
simply by looking at it, that it is rheumatic in origin. On 
the other hand, no doubt, if you go into the history of chil- 
dren who have suffered from other manifestations of rheu- 
matism you will often get a report of repeated sore throats. 
It may be that these are simply children with unhealthy 
throats, that there is follicular tonsillitis, and that the 
rheumatic poison gets access to a throat previously diseased. 
In purely rheumatic cases I think you will find that the 
inflammation is not confined to the tonsils, but tends to 
spread to the soft palate, and that it particularly tends to 
involve the tendons of the muscles, the tensor palati, and 
the levator palati, and to produce pain in upward and down- 
ward movement. At all events, one expects, here as else- 
where, to get the fibrous tissues involved rather than 
adenoid tissue, which is, as you know, the main constituent 
of the tonsil.' 
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No matter wMcli one of those manifestations lias appeared, 
after it has lasted for even a comparatively short time you 
'svili find that the child gets into a oachectie state — ^what 
one may call the rlieumatic cacliesia. It is recog- 
nised largely by anasmia. The rheumatic poison tends more 
even than most toxins to destroy the red blood corpuscles ; 
and if you trouble to examine the blood of a child during 
an attack of endocarditis or pericarditis you vfill find a 
great loss of blood corpuscles in a short time ; in a few 
days their number may drop by a million. One has some- 
times been able to recognise the development of complica- 
tions in an attack of rheumatism by the sudden pallor 
which the a-waRmia. produces- Constantly, when going 
round the wards, if you have a child who is suSering from 
a slight rheumatic affection with fever, you will be able to 
tell if pericarditis has developed from the sudden increase 
in the pallor of the face. The fresh outbreak of the rheu- 
matic poison seems to produce a fresh destruction of blood; 

Lastly, we will consider what the treatmasit of 
vTrt ft TiTW a. Mgm should be. I need hardly say you should 
do all you can to prevent the disease developing in those 
children who are predisposed to it by heredity and by their 
diathesis. 1 say that because, although rheumatism is 
certainly due to a micro-organism, there can be no doubt 
that such agents as chill have som et hing to d o with its pi o- 
duction, probably acting by diminishing the resistance of 
the tissues for the time being. See, therefore, that these 
children are properly protected from cold, that they are 
suitably clothed, and that in particular they are not allowed 
to get wet feet and sit in school in damp boots, which is, 
I believe, a veiy common cause of rheumatism in childhood; 
Be careful o f, th e r heuma tic child also in the matter of 
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_batliing; Over and over again one has knovm rhenmatism 
develop after sea-bathing, and after the injudicious use of 
cold baths. Cold baths are very excellent things, but you 
must not make a fetish of them ; and many eases of rheu- 
matism in early life are set up by the tendency to ‘ harden * 
the child by making him take a cold bath in the morning; 
The next point in the prevention of rheumatism is that you 
must take all the minor manifestations of the disease 
seriously. You have to insist upon the child g oing t o bed 
at the first sign of the d i sease , no matter hov?^ slight and 
trivial it may seem to be. You may be inclined to think 
that a little aching in one joint or a little rheumatic stiff- 
ness about the muscles of the neck or the back is not worth 
paying serious attention to, but if you know the child to 
be predisposed to rheumatism you must insist upon his 
being kept in bed. If that were done regularly I am certain 
that a great deal of serious cardiac disease in later life 
would he prevented. 

In regard to the treatment of rheumatism when it is 
actually developed, your chief care must be to protect the 
heart; The rheumatic pains are inconvenient and uncom- 
fortable, and so is pyrexia, but they are not in themselves 
dangerous ; whereas the least degree of endocarditis or 
pericarditis involves a serious risk; Further, thanks to 
salicylates, you have the joint affections under your con- 
trol; It is unfortunate that salicylates seem hardly to 
touch the cardiac manifestations ; in fact, some people 
think their introduction has increased the amount of cardiac 
disease rather than diminished it by enabling the subjects 
of rheumatism to get up and go about sooner than they 
would have been allowed to do in the old days; When the 
pains are over you are apt to think that the disease is over. 
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and to overlook the fact that there is a slight endocarditis 
going on, which, if it becomes established, ends in per- 
manent damage to the valves; So that what one has to 
preach about the treatment of rheumatism is the nece s s it y 
of re st. One would sometimes like to put these cases in 
double long splints and keep them on their backs for six 
months ! I am sorry to say that of necessity in such a 
hospital as this one has to set a bad example in this matter, 
for we cannot keep these cases in long enough ; but you 
have to impress upon the parents that they absolutely 
must allow prolonged rest so as to prevent the heart becom- 
ing permanently damaged later on. If you insist upon 
prolonged and absolute rest, and at the same time use 
salicylates and iodides for the local affection, applying 
blisters over the heart when there are signs of pericarditis, 
you will do a great deal to prevent your patients becoming 
permanently crippled, and you will consequently diminish 
the amount of cardiac disease which one sees in grown-up 
persons. 



LEGTtJSE XIV 

THE RESPIRATORY DISEASES OF CHILDREN 

Gentlemen, — I n this lecture we come to the consideration 
of the respiratory diseases of childhood. Of course, I need 
hardly remind you that this is a large subject, and so in 
dealing with it it will be well for us to concentrate our 
attention chiefly upon those diseases of the respiratory 
system which are commonest in early life, or peculiar to it, 
and; for the rest, to glance simply at those points in which 
the respiratory diseases of children differ from the same 
affections as exhibited in grown-up persons. And in taking 
this course I must run the risk of sometimes appearing 
to be rather fragmentary. 

I must remind you, in the first place, of certain pecu* 
Uarities of tlie respiratory organs la children 
to which I directed your attention in the first lecture.' You 
remember the peculiar shape of the infant’s chest, how it 
is circular instead of being oval, as it is in the adult, one 
result of which is that the child’s lungs can only expand 
easily in a vertical direction, and not nearly so much from 
side to side as do the lungs of adults. It is, perhaps, in 
consequence of this that collapse of the lower lobes of the 

lungs in children is apt to be rather common. I would 

S17 



218 LECTURES ON DISEASES OF CHILDREN 

remind you also of certain changes in sliape wMoh the 
chest may undergo in consequence of disease: These 
changes are rendered possible by the fact that the wall of 
the child’s chest is soft and its cartilages yielding, the 
result of which is that they get driven in easily under 
ordinary atmospheric pressure when there are abnormal 
conditions present in the lungs. I would remind you of the 
rickety-shaped chest. You will remember that a falling 
in takes place at each side along the line of attachment of 
the ribs to the cartilages ; and I would again direct your 
attention to the pigeon breast, which you must distinguish 
from the rickety chest, and in which the chest wall comes to 
a peak or keel, as it were, in front. That condition is 
commonest in diseases in which there has been a great strain 
thrown upon the chest for a long time, and in which there 
has been some consolidation of the lower lobes of the lungs, 
particularly, perhaps, after whooping-cough. There is a 
third type of chest which you should be familiar with, and 
that is the adenoid chest, which occurs in older children; 
Its chief peculiarity is a sinking in of the sdphisternum and 
lower costal cartilages: Later I shall show you illustra- 
tions of it with the aid of the lantern.- Then there are 
certain peculiarities of the physiology of respiration in 
children. There is the great ease with which respiration 
in children becomes irregular, and in which the rhythm 
becomes altered on the advent of any acute disease, with the 
appearance of the inverted rhythm which I described to 
you before. I would remind you also that the breath- 
sounds are extremely harsh, that puerile breathing is the 
normal, and that on account of the great conductivity of the 
child’s chest you may get accompaniments produced on 
the one side heard on the other side, and in consequence 
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of which, the breath-sounda are apt to penetrate to the 
surface of the chest, even although there may be a layer 
of fluid of some thickness between the lung and the end 
of the stethoscope. All these points should be home in 
mind when you are studying respiratory disease in young 
children. 


DISEASES OE THE LAETN2. 

We will now look at the respiratory diseases in detail, 
and I shall begin with the diseases of the larynx, because in 
young infanta they are very inaportant and often very fatal.- 
You will meet in practice with a group of cases, usually in 
children between the ages of one and five, in which the 
most striking symptom is stxidnlous or ‘ croxipy * 
'breatllUlg. These cases are much commoner than you 
might suppose from your observation here, for but few of 
them find their way to hospitals. You will find, too, 
that most of these cases are spoken of by parents as ‘ croup.’ 
That, gentlemen, is a very bad term, and one which I would 
advise you to avoid the use of as far as you can. Few terms 
in medical nomenclature have been the cause of greater 
confusion in teaching and reading than this word ‘ croup,’ 
for it has been used without discrimination by diflerent 
writers to designate totally diflerent diseases. What I 
wish you to grasp quite clearly is that croupy breathing 
mftfl.ris simply laryngeal obstruction, and that such obstruc- 
tion may be due to one of two distinct pathological pro- 
cesses : 

1. To mere catarrh, with or without transienfc exacer- 
bations of the obstruction from muscular spasm.- 

2. To membranous exudation in the larynx, which is 
practically always diphtheritic. 
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We shall devote oui attention chiefly to cases of the first 
group, for you have opportunity of becoming familiar with 
diphtheria elsewhere. 

One can distinguish two varieties in the catairrliarh 
cases, which, however, are by no means sharply marked 
ofi from each other. Th^e are (1) mild cases of laryngeal 
catarrh, in which there occur temporary exacerbations of 
the obstruction from muscular spasm ; (2) more severe 
cases, in which the swelling of the laryngeal mucous mem- 
brane is sufficient to oppose a more or less permanent 
obstacle to the entrance of air.- 

It will be convenient to have separate names for these 
groups, and so, following Goodhart, we may speak of the 
former as cases of catarrhal laryngeal spasm, and reserve for 
the more severe cases the term catarrhal laryngitis. 

The history of a case of catarrlial laryugreal 
spasxa is usually this : A child of about three years old 
has a slight cold, and, perhaps, a rather metallic cough. He 
goes to bed, however, as usual, without much being thought 
of it. He falls asleep, but an hour or two later wakes up 
in an attack of dyspnoea, accompanied by crowing inspira- 
tion, and in a state of considerable fright. These symptoms 
last for from a half to three hours, when they subside almost 
as quickly as they began, and the child falls asleep again. 
Next day there is probably still some metallic cough, and 
the oroupy attacks are apt to recur for two or three nights. 
Such a case is probably never fatal. Catarrlial 
laryngitis also begins with a cold, but the croupy 
breathing and dyspnoea steadily increase, and there are no 
intermissions as in the milder variety of the disease. At 
the same time there may be a considerable degree of fever. 
Such a case will probably last for a week or longer, and 
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yoa must also remember that laryngeal catarrh may occur 
at the outset of other inflammatory diseases, such as 
measles, or, as in a case we had in the ward recently, 
pneumonia ; and you must take care not to overlook the 
signs of these if they are present. You should always look 
upon laryngitis in children seriously. It is by no means 
uncommonly fatal, and I have had the misfortune to see 
two cases die on the table whilst tracheotomy was being 
performed.- 

We come now to the important matter of diagnosis. 
Catarrhal laryngeal spasm is usually easy to recognise. 
In most of your cases there will be a history of previous 
attacks, and the sudden onset in the middle of the night 
is very characteristic. Catarrhal laryngitis in its severe 
forms is much more difficult to be sure of. Such cases will 
often cause you great anxiety at the outset, for you may 
have great difficxilty in excludmg laryngeal dipll- 
tlieria. I believe, indeed, that the diagnosis between 
the -two may sometimes be impossible, for the signs of 
obstruction are the same whether it be due to mere swelling 
of the mucous membrane or to membranous exudation, 
and there is nothing definite in the general symptoms to 
guide you. The only conclusive test would be a laryngo- 
scopic examination, which it is, of course, almost impossible 
to perform. The chief points to be attended -to, however, 
are these : 

1. The more rapidly the symptoms set in, the more 
likely it is that you are dealing with simple and not mem- 
branous inflammation. As Trousseau has said, ‘ simple 
laryngitis makes a great fracas, but diphtheria insidiously 
iustals itself.’ 

2. The voice is more apt to be lost iu diphtheria than in 
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larjugitis, and tlie cough to be less, for the membrane 
protects the mucous surface from irritation; Diphtheria, 
in short, is the more sUeni disease of the two; 

3. The constitutional disturbance, but not the tempera- 
ture, is usually greater in diphtheria, and the child looks 
more HI ; but this, of course, is an indication which it 
requires some esperience to appreciate; 

Enlargement of the glands in the neck is of doubtful 
value, for although that occurs in diphtheria, yet children 
who are most predisposed to laryngitis from an unhealthy 
condition of the throat are apt to have it too; This prac- 
tical rule you will do well to lay to heart : if in dovht regard 
the case as one of diphtheria, and treat it accordingly i 

Let us pass now to treatisieilt. In dealing with a 
case of catarrhal laryngeal spasm you have to consider 
(1) what you should do when summoned during an attack ; 
and (2) what steps you are to take in order to prevent re- 
currence; 

When confronted with a case of catarrhal laryngeal 
spasm you will remember that, no matter how alarming 
the symptoms may appear, such cases are never fatal, and 
so you wiU keep calm and endeavour to allay the natural 
anxiety of the friends. Tour next step should be to ad- 
minister an emetic. You will find powdered ipecacuanha 
the best for your purpose. Give a lO-grain dose and repeat 
it in a quarter of an hour if necessary. Ipecacuanha wine 
is often recommended, but it is a much less trustworthy 
preparation; I have given as much as an ounce of it in 
teaspoonful doses every quarter of an hour without pro- 
ducing emesis, but if you get a fairly fresh preparation of 
the powdered root you will rarely fail with it; The next 
t h i ng to do is to apply hot fomentations over the laryn-g 
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and to arrange some metiod of inhalation. The best plan 
is to rig up a tent over the child’s cob and to let the steam 
from a bronchitis kettle play into it. Yon may use a little 
creosote with the kettle if you like, but the great thing is to 
secure the local internal application of moist heat. These 
measures will usually be speedily successful, but if you are 
dealing with a severe case it may be justifiable to administer 
a whifi of chloroform to allay the spasm. In order to pre- 
vent the recurrence of an attack the following night you 
should continue the administration of small doses of 
ipecacuanha throughout the next day, and at bedtime 
give a dose of antipyrin, 1 grain for every year of the child’s 
age. 

As most of these children are predisposed to their 
attacks by having enlarged tonsils or adenoids, it is well 
to attend to the condition of the throat in order to prevent 
the reappearance of the disease. Cold also should be 
guarded against, for it is a potent exciting cause. In 
Scotland attacks of ‘ croup ’ (as it was called) used to occur 
with special frequency on Saturday nights, the probable 
explanation being that nursery floors were usually washed 
on that afternoon in preparation for Sunday, and the 
attacks were brought on by children being put to bed in a 
room which was rather damp. 

In the treatment of acute larya^tis I would re- 
mind you again that if you have the least suspicion that 
the case may be one of diphtheria it is your duty to give 
an injection of antitoxin, and to take all the precautions 
usual in dealing with the more serious disease. The rest 
of your treatment must proceed much on the lines already 
laid down for catarrhal laryngeal spasm. Inasmuch, how- 
ever, as the obstruction here is organic and not spasmodic. 
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you •will e3:pect less benefit from emetics. Should the 
case be a very ‘ florid ’ one — i.e., the temperature high and 
the distress great — the old so-called ‘ antiphlogistic * 
treatment often gives very gratifying results. It consists 
in blood-le-tting either from the jugular vein or by the 
applica'tion of a couple of leeches above the s'fcemum.- A 
full dose of calomel should also be given and antimonial 
wine administered in 5-minim doses every two hours. If 
the dyspnoea increases you must be prepared to perform 
intubation or tracheotomy, and it is weU to remember that 
it is safer to operate too early than too late. Of the relative 
meri-ts of the two procedures it is scarcely my province to 
speah, but I would only say that I believe nearly all the 
advan'tages lie ■with intubation, and I should greatly like to 
see it more widely used in this hospital. 

Other laryngeal diseases in children about which you 
may make mistakes are coug'dzii'tal laryug’eaJ. 
S'tridor and laryn gismng^ stridulns. These are 
totally different diseases, and I shall have occasion to 
describe ■them when I come to speak of the neuroses of chil- 
dren, so I only mention them here for the sake of complete- 
ness. There is another condition which you should bear 
in mind when a child has dyspnoea of laryngeal origin, and 
that is the possibility that you are dealing with papilloma 
of the larynx. That occurs not uncommonly iu children ; 
more commonly, I think, than in grown-up people, and 
oftener in boys than in girls. The child is usually about 
three or four years of age, and the symptoms simulate those 
of chronic laryngitis, for which papilloma is apt to be mis- 
taken. So if you have a child brought to you with a husky 
voice and occasional slight dyspnoea, and a history that the 
symp^toms have lasted for weeks or months, you should 
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think of laryngeal papilloma- I think you can make an 
exact and certain diagnosis only by the use of the laryngo- 
scope, and that is a matter of such difficulty that I advise 
you to send those cases to specialists ; in any case you will 
require a specialist to operate upon them, because the only 
successful treatment is removal of the growth with forceps 
through the mouth, which is a very delicate and difficult 
procedure. 

BRONCHITIS. 

I now pass to the consideration of a disease which is ex- 
tremely common in children — ^namely, hronchitis . Bron- 
chitis is certainly commoner in childhood than at any other 
period of life, and the reason for that may be the tendency 
of children to get chilled owing to their large body surface ; 
contributing causes certainly are rickets and the occurrence 
of teething. You constantly find bronchitis as one of those 
catarrhal manifestations of rickets of which I have already 
spoken, and you will find children who get an attack of 
bronchitis every time they cut a tooth. Why that should 
be I do not know. Some people say it is produced in some 
mysterious reflex fashion, but I think it is more likely that 
the teething simply lowers the child’s resistance, like any 
other agency, and so renders it specially liable to suSer from 
chill.'^ Now, ^ bronchitis ’ in itself is never a sufficient 
diagnosis. That is true not only of children, but of grown- 
up people. But it is particularly true of children, because 
they are apt to suffer more than grown-up people from 
capillary bronchitis — that is to say, inflammation of the 
small tubes, which may be a very serious matter. And so, 
having established the fact that the disease exists, you have 
to ask yourselves two questions : first. Which set of tubes is 
* In some cases it may be due to tlie clothes over the chest getting wet 
from the ' dribbling ' which accompanies teething. 
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involved — tie large tubes or tie small ones ? and, secondly, 
Wtat stage bas tie bronciitis reached — is it early or is it 
late 1 With, regard to the first of these questions, you will 
settle whether you are dealing with bronchitis of the large 
or of the small tubes by the character of the accompani- 
ments. If the large tuibe s are involved you will hear 
low- pitched a ccompaniments — i.e., son orous rhoncM — ^if it 
is in the dry stage, or more or less coarse bubbling soun^ 
in the moist stage ; whereas if the sm all ' t'H.lbes are in- 
volved the accompaniments will be Hgh-pitc^d rhonchi 
if the bronchitis is dry, or fine, crackling sound s if iji is mqkt; 
Again, in a case in which the fine tubes are involved the 
accompaniments axe far more numerous than in those oases 
where it is the large tubes which are chiefly afieoted. The 
obvious reason for this is that there are far more small 
tubes than big tubes in the lung, so inflammation of the 
small tubes will result in your being able to hear many 
accompaniments ; and if you hear rhonchi coming from 
every quarter you be certain you are dealing with m- 
flammation of J;he small tubes. The other question is. 
What stage has the disease arrived at in your case ? 
That is settled by the character of the accompaniments — 
whether they be dry ox whether they be moist. In the 
early stage of the disease you have dry sounds, and in the 
later stage the sounds become both dry and moist, whereas 
in the latest stage the moist sounds predominate. The 
question of whether the large or the small tubes are in- 
volved in the inflammation is one of great importance in 
the prognosis, and that is chiefly why yon wish to deter- 
mine that point. You take a more serious view if the 
small tubes are chiefly involved, because the great thing 
you have to fear m a case of bronchitis m a child is that the 
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cond ition m&j pass on to bronclio-pnennionia — that is to 
say, to inflammation of the lung substance — ^instead of 
being merely an inflammation of the lung tubes; The 
remote danger in bronchitis, you ■mil remember, is that it 
leav es behind an un hea lthy condition of the bronchial 
glands, ■which renders them liable to become the seat of 
tube rculosis. With regard to bronchitis, I would further 
say that you should always take a more serious view in 
a case in which the chest waU is very soft and yielding; 
Practically it amoimts to this, that bronchitis in a rickety 
child is a far more dangerous afiection than a similar 
degree of bronchitis in a child who is otherwise in good 
health. The rickety chest is so soft that it readily allows 
collapse of the lung, and the extension of the process to the 
collapsed lung, with the production of pneumonia. 

The treatment of bronckitis must depend upon 
the stage at which the disease has arrived. If yon 
are dealing with an early case ■where there is fever, 
mo re or less dyspnoea, rapid breathing, and high- 
pitohed dry sounds, then you ought to put the child 
i^ a tent, and let it have cmosqte inhalations. That 
is probably far more valuable than the administration 
of any amount of expectorants by the mouth. Here at 
this hospital, in the out-patient room, you get a wrong 
idea of how to treat these oases ; you cannot get out- 
patients to use bronchitis-kettles, and so one has to fall 
hack on the second-best trea tment — ^namely, the inte rnal 
administratio n of ex pect or ants. But when you have com- 
plete control of the case the best plan is to put the child in 
a tent, and fit up a bronchitis-kettle, and use creosote as 
an inhalafion along ■with the steam; It is well also that 
those cases should have either a cotton-wool Jacket or a 

15—2 
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pottltice ove r the back. It is a mistake to put poultices 
over tlie front of the chest, because they are too heavy 
they increase the labour of breathing, and the child ought 
not to have anything to restrict the breathing. But a 
poultice over the back is often very valuable. You may 
use for the poultice linseed-meal and mustard. There is 
no harm in giving, in the early stage, s mall do s es of ip^ecac- 
nanha. b y th e mouth along wi^ alkalies, such as citrate of 
potash or acetate of ammonia. And such children should 
be encouraged to drink large quantities of hot fluids, 
because there is nothing better for promoting the secretion 
from the bronchial tubes than the ad ministration of hot 
fluids of all sorts. That is the meaning of the old domestic 
teas which used to be brewed. They act, not in virtue 
of the material in them, such as camomile, but simply in 
\'irtue of the fact that you are giving large quantities of hot 
liquid. In the later stage, when you have got to deal with 
much liquid mucus in the tubes, you will find it an advan- 
tage to administer an emetic, particularly where the child 
has difficulty in getting rid of the mucus, and where there 
is much choking and a furred tongue. There are one or two 
conditions which contra-indicate the giving of emetics. One 
of these is the presence of much cyanosis. The reason is 
that in that condition the nervous system is, as it were, 
partially narcotized ; it does not respond to the irritation 
of an emetic, and you are apt to have the ipecacuanha or 
other emetic retained, and great depression result without 
emesis. Great prostration is the other condition which 
contra-indicates the giving of an emetic in the second stage. 
In the last stage — ^that is to say, when the patient is con- 
valescent — ^you should administer such things as iron 
cod-liver oil, and apply stimulating liniments to the chest 
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until all accompaniments have disappeared.* You must 
make convalescence complete because of the great danger 
of tuberculosis starting in the bronchial glands, which have 
become chronically inflamed; 

PNEUMONIAS. 

I will speak next of hroiiCliO-piieximosiia. This is a 
disease which you often see in the wards, one of very great 
fatality — so much so that about 17 per cent, of the total 
infantile mortality results from it. Broncho^pneumou^ 
may be either primary or, more commonly, secondary, 
occurring in the course of another disease, such as measles 
or whooping-cough, and in such cases the broncho- 
pneumonia is very often the last straw, as it were ; it is 
that which induces a fatal ending. Now, your difficulty 
will always be, when you are in contact with a case of sup- 
posed broncho-pnemnonia, to say when you are dealing 
with simple bronchitis and when the disease has passed on 
a stage further — ^namely, to broncho-pneumonia; I would 
like to emphasize the fact that pliyslcal signs will 
here be of little assistance to you ; you cannot diagnose 
broncho-pneumonia with certainty from simple bronchitis 
by physical signs ; you have always to consider the general 
symptoms; If there is high fever lasting more than two or 
three_^days, if there is much lividityjand.much_deprefflion, 
then you can be certain, no matter w^hat the physical signs 
are, that you are dealing with the more serious afiection — 
name ly,., broneho-^ueumonia — and not with mere bron- 
cMtis; If there is one physical sign of assistance more than 
another, it is the development of fi ne crenitationa towards 
the base ; and if in any case of bronchitis there are ^e 
crepitations towards the base of one lung, you should be 
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suBpiciotis ttat you have to do with patches of broncho- 
pneumonia: The patches of broncho-pneumonia may be 
so small, and so deep down, and so enclosed by healthy 
long, that t^re may be no duress at all, and you must not 
e^eet always to get dulness when you percuss such a chest. 
But the more lightly you percuss it, the less likely you will 
be to miss such patches as exist, for you must remember that 
sometimes the patches are extremely thin ; there may be 
only a little layer of broncho-pneumonia, and any heavy 
percussion will bring out the resonance of the underlying 
lung below that, and so you may miss the dulness^ 

PlA gypSIS OF Cr.OOPOTfS from Bp.O^TOHO-PNEtrMONIA. 

The other disease from which you may have a difficulty 
in distinguishing it is croupous pneumonia, and it will be 
weD for you to note some of the points which should guide 
you in, the distinction, between the two; Croupous pneu- 
monia.isjalw^s.a^primary disease, but broncho-pneumonia 
is very often secondary.- Broncho-pneumo nia i s com- 
monest in q uite yoimg children, in babieSj whereas croupous 
pneumonia is no t oominohe^ in jbabies., but ^jjj^dren 
above two years of age. Broncho-pneumonia usually 
coines'on rnbre or les s gradually, and the previous health 
has often been bad; whereas croupous pneumonia comes 
on suddenl y, and usually in a child who has before been 
perfectly well; Broncho-pneumonia usually affects both 
lungs, whereas cr oup ous pneumonia is. unilateral, affecting 
one lung, or, much more likely, part only of one lung; In 
broncho-pneumonia the base of the lung is the part which 
is almost always involved, whereas in croupous pneumonia 
it is often apical. I do not know what proportion apical 
cases bear to basal ones ; but the apical cases are very much 
co mm oner than you would think, certainly more so than 



DIAGNOSIS OF BRONCHO-PNSUMONIA 231 

they are in grown-up people.* The course of broncho- 
• pneumonia is ill-defined, and instead of ending by an 
abrupt crisis, it ends usually by lysis. croupous pneu- 
monia, on the other hand, the course is well defined, and 
en^ b y crisis on the fifth or ninth day. The dulness in 
broncho-pneumonia is usually patchy and ill-defined, 
whereas in the croupous form it tends to follow sharply the 
outlines of the lobe; Another point of some value is that 
in. broncho-pneumonia you .get signs of general bronchitis, 
whereas in croupous pneumonia the rest of the lung seems 
healthy.' These are the chief points to be attended to in 
malring your diagnosis; The reason why it is so important 
to make the diagnosis is from the point of view of prognosis. 
Broncho-pneumonia is so fatal that about half the cases in 
hospital die, while, on the other hand, m croupous pneu- 
monia recovery is the rule ; deaths are very exceptional. 
Holt, in his statistics, found something like 4 per cent- as 
the mortality of croupous pneumonia in young children, 
which is, of course, far lower than in grown-up people. 
There are probably two reasons for the better prognosis in 
croupous pneumonia in young children; One of them, is 
the great_reserve jpower of the heart, so that you do .not 
ea sily get paralysis of the right ventricle from overdisten- 
mpn; The other reason probably is that children have 
usually very healthy kidneys, and there is nothing, I 
suppose, except alcoholism, which often goes with it, which 
makes the prognosis in pneumonia more unfavourable than 
damaged kidneys. 

In spite of what I have said, I should be sorry if you went 
away with the impression that you should always be able 
to tell a case of croupous feom one of broncho-pneumonia 

* In eliildhood the left base seems to be far the most often attacked, 
then the right base and right apex with nearly eqrial frequency, whilst 
the left apex is much more rarely involved. 
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if you only pay attention to the points indicated above. 
That is certainly not the case ; often you will have gree:t 
difficulty in distinguishing between them. For although 
broncho*pneumorda may Jbegin in scattered patche3>_it 
is apt to become confluent, and to produce dulness over 
the whole of one lobe. Further, some cases of broncho- 
pneumonia present very much the same kind of tempera- 
ture as one sees in true croupous pneumonia, and may even 
end by crisis. I have seen it stated that in such cases the 
pneumococcus is the esciting cause of the disease. Whether 
that is true or not I cannot tell you, but I think that it is 
probable that in future we shall learn to Cla«SSify C^S6S 
of pneumoilia in children according to the particular 
organism which excites them rather than by their lobular 
or lobar distribution. From the point of view of prognosis, 
that would be a great advance, for there is reason to believe 
that cases which are due to the pneumococcus run a more 
favourable course than those which are of streptococcal 
origin. 

I ought to say a word about the dia«gXI03is of 
croupous pneumonia from other conditions. You 
will be veiry apt to mistake it for acute gastritis. If you 
have a child with acute vomiting and a furred tongue, do 
not conclude too quickly that you are dealing with a case 
of gastritis ; you should remember the possibility that it 
may be croupous pneumonia, because the physical signs of 
croupous pneumonia, particularly when it affects the apex 
of the lung, are often very hard to make out. The cHld 
may be near the end of the illness before you are able to 
make out any dulness or bronchial breathing ; you have to 
diagnose it from the mode of onset, the high temperature, 
and, above all, from the rapid respiration ; the physical signs. 
Just as in broncho-pneumonia, take a secondary place. 
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Another disease for which pneumonia is apt to be mis- 
taken is meninjiiis. AU the chief symptoms of the more 
grave disease — vomiting, head retraction, and the rest — 
may be closely simulated by a pneumonia, especially, I 
think, when it is apical ; but to this I shall return when I 
come to speak of meningitis. 

The treatment of pneumonia in childhood is much 
the same whether it be of the lobar or lobular variety, but 
active measures are less often called for in the former than 
in the latter. Careful nursing, is o f th e first importance. 
The child should he kept c[met and free from any excitement. 
He should be placed in an airy, well-venfflated roonin^aml 
not in a tent. The bed-clothes should not be too heavy, 
and the child’s position in bed should be perpetually 
changed. Care should be taken not to overfeed. Even 
the best nurses are apt to fall into this error sometimes. 
The diet should consist of diluted milk an d broths , and cold 
water may be given freely for thirst. In croupous pneu- 
monia the chest may be enveloped in a Q-amgee jacket. 
Inbronoho-pneumonia linseed poultices aresometirn^ 
if applied to the back, but they are apt to encumber respira- 
tion too much by their weight if placed on the front of the 
chest. Antiphlogistine is not open to this objection, and is 
useful if there be pain. If the temperature be running high, 
I have found cold compresses useful. They are prepared 
by wringing a towel out of water at the temperature 
of the room, wrapping it loosely round the chest, and 
then covering it with jaconet. The compress should be 
changed every three or four hours. Such applications arc 
useful in several ways. They lower the temperature ; by 
making the child draw a deep breath when first applied, 
they tend to prevent collapse of parts of the lung, and they 
afterwards act as poultices. 
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Drug treatment is quite secondary in importance to tHe 
measures I Lave just described. AyoM tLe rqu^e i^p.'of 
expectorants ; tLey are only useful -when there is much 
coexis-^g bronchitis, and are then to be employed according 
to the same rules as in that disease. If cough is very 
teasing, small doses of paregoric are useful. Some also 
recommend belladonna, but I have not had much ex- 
perience of it. Strychnine is of value as a general stimu- 
lant. It may be given in doses of 1 minim of the liquor 
every four hours to a child of one year. If there be much 
restlessness and a poor pulse, 15 to SO nimims of good 
brandy may be given in addition. In sleeplessness 
brojnide of ammonium in 6 to 10 grain doses is probably the 
b^t remedy, but veronal may be used instead. .K there 
be much cyanosis, oxj’^gen inhalation should be tried, but 
too much should not be expected of it. 

When the right heart is over-distended and the jugular 
veins verj’’ full and pulsating, I have often done venesection 
from the jugular with distinct benefit. A few leeches along 
the costal margin may be used instead if there is a prejudice 
against venisection, but they are not so efiective. 

During convalescence tonics and good feeding are neces- 
sary, and care should be taken to promote complete resolu- 
tion of the afiectsd parts of the lung. Change of air is 
often the most potent means of securing this end. 

In concluding this subject, I may quote to you as a 
good summary of things to avoid an American doctor’s* 
* prescription for killing a baby with pneumonia 

‘ Crib in far corner of room with canopy over it. Steam- 
kcttle ; gas-stove (leaky tubing) ; room at 80° F. Many 
gas-jets burning. Friends in the room, also the pug-dog. 
Chest tightly enveloped in waistcoat poultice. K child’s 
* Dr. 17. P. K’ortlirop, Medical Record, N.Y., 1905, Ixvii., p, 253. 
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temperature is 105° F., make a poultice thick, hot, and 
tight. Blanket the ■svindo’ws; shut the doors. If these 
do not do it, give coal-tar antipyretics, and wait.* 

I have said that croupous pneumonia in childhood is by 
no means a fatal disease. That, however, is only true so 
long as it is uncomplicated. The chief C0Xliplica>'tlOXl.S 
you have to dread are pericarditis, empyema, meningitis, 
middle -e ar d isease, and pneum ococcal arthritis. In chil- 
dren above the age of two such complications are not very 
frequent, but in infancy there is a distinct tendency for 
general pneumococcal infection to take place resembling 
the pneumococcal septicemia which can be produced 
experimentally in rabbits, and for one or other of the above 
complications to roake its appearance. If fever is pro- 
longed, therefore, or if the temperature rises again after the 
crisis, examine the child carefully for signs of disease in the 
above situations. 

PLEUEAL BEPUSION. 

Pleural eSfusions are not uncommon in children, 
and are apt to be overlooked; Here, again, physical signs 
are of doubtful value: There will be dulaess over the effu- 
sion, but this need not be very intense ; and not un- 
commonly, owing probably to the great conductivity of the 
child’s chest, which I have already spoken of, the breath- 
sounds are preserved over the affected area, and may even 
have a feebly bronchial character. Hence, as you will 
readily understand, pleural effusion is not always easy to 
diagnose from consolidated lung, and sometimes you can 
only make sure of its existence by exploration. You need 
have the less hesitation in having recourse to this aid if 
you remember that in any case it is practically impossible 
to decide between clear fluid and pus without the use of the 
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needle. The general symptoms will not help yon, for clear 
effusion is often attended hy a greater degree of fever than 
empyema ; and, indeed, the symptoms of the latter in 
young children are often curiously slight. Even the 
presence or absence of a leucocytosis is no certain guide; 
It may be well for you to remember, however, that below 
the age of three clear effusions are rare, whereas empyema 
is comparatively commonj 

The treatment of plenral efiEtision I need not 
describe, as it must be conducted on exactly the same lines 
as in grown-up people; 

TUBEKCULOSIS. 

In a previous lecture I have already referred to 
pulmonary tnbercnloeie in children, but I should 
like to emphasize again the fact that phthisis, as one sees 
it in the adult, is very rare in early life. In young children, 
as we have already seen, pulmonary tuberculosis usually 
starts in the bronchial glands, and invades the lung second- 
arily. I would also remind you once more of the great 
difidculty of diagnosing between some forms of tuberculosis 
in the lung and chronic broncho-pneumonia 5 over and over 
again you will be likely to noake mistakes in this matter, for 
the physical signs of the two affections may be identical. 

The fibroid form of tuberculosis is not uncommon 
even in young children, but here, again, you must remember 
that pulmonary fibrosis consequent upon an empyema or 
an imperfectly resolved broncho-pneumonia, or even upon 
collapse, is also frequently met with. Owing to the absence 
of sputum, too, your difficulties are rendered greater than 
in the adult, for you are deprived of that aid to diagnosis, 
and often you can only come to a correct conclusion by a 
prolonged study of the case,' 



liEOTUKE XV 

SOME FUNCTIONAL NERVOUS DISEASES OF 
CHILDHOOD 

Gentlemen, — ^In this and the succeeding lecfeure I propose 
to study with you some of the functional nervous disorders 
of childhood, which make up a group of diseases of great 
pathological interest and much practical importance. When 
you go into practice you will be struck by the frequency 
with which functional disease of the nervous system exhibits 
itself in yorir younger patients. One great reason for this, 
no doubt, is the comparative instability of tlie 
nervous system in early life. It is a nervous system 
which is, so to speak, still in the making. It has not yet 
settled down into the stereotyped form characteristic of 
mature life. The higher centres are as yet imperfectly 
developed, the lov^er incompletely controlled, and the 
paths of nervous impulses not clearly laid dowm. Hence 
abnormal forms of nervous action, manifesting themselves 
chiefly in defective co-ordination, spasmodic muscular con- 
traction, and unchecked reflex excitability, readily become 
established. Several f ac tors may come into play in rendering 
such abnormal action easier. First of these is a XiexnrOTlS 
Ixeredi*by> Some babies are obviously ‘ neurotic ^ from 
the moment of their birth. They are easily frightenedj^ 
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and start and tremble at any sudden noise or unaccustomed 
sigM.’ Such cMldren, you can readily believe, will easily 
become tbe subjects of functional disease of tbe nervous 
system; But more important, because more frequent tban 
a neuropathic heredity, are two factors which by universal 
consent are admitted to play a large part in the production 
of the group of diseases at present under consideration: 

These are in young children rickets, and in older chil- 
dren rkeumatismi !&ickets and rlieiuuatism are 
the predisposers 'par excdlenoe to all forms of functional 
nervous disease. Why should rickets render the children 
who are the subjects of it more liable to sufEer from nervous 
trouble ? I think it is probably to be attributed to the fact 
that rickets is, after all, only a form of malnutrition, and 
all forms of malnutrition tend to ah’ect the highest centres 
first ; hence the cortex is weakened, and its control over 
the lower centres diminished. How rheumatism predis- 
poses to these diseases I do not know, but one knows as a 
clinical fact that rheumatic children are much more subject 
to functional nervous disorders of all sorts than those who 
are not similarly affected. I would take chorea as an ex- 
treme example of that tendency; Chorea is only a func- 
tional disorder of the brain, of some part of the cerebral 
cortex, and it is almost invariably associated with 
rheumatism; Now, chorea is a functional disorder which 
you are not likely to forget, because it is a dramatic disease 
and advertises its presence ; but I want you to remember 
that what is true of chorea is true also of other less con- 
spicuous nervous disturbances — ^namely, that they are 
specially prone to occur in children of rheumatic teudencys 

Another point I want to insist upon before I proceed to 
deal with the different neuroses in detail is the question 
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of incO'Ordination. "^Tien you study those nervous 
diseases more closely you will find that what you have to 
deal with in nearly every one of them is an inco-ordinate 
action of the nerve-centres. It need not he surprising to 
you that a lack of co-ordination forms the basis of most of 
these neuroses, because, as you know, a baby is to a large 
extent an inco-ordinate machine ; at all events, it has not 
yet learnt to harmonize many of its movements properly.* 
A young child has not yet learnt to co-ordinate and control 
the action of the expelling and sphincter muscles of the 
bladder and rectum ; nor has he learnt to control properly 
the muscles which hold up the head; And not even by the 
time he is a year old has he acquired sufficient co-ordinating 
power to enable him to walk; So you need not be surprised 
that a mechanism which has been but recently and im- 
perfectly acquired should be readily thrown out of gear, and 
that inco-ordination should be a striking feature of most 
forms of functional nervous disease in childhoodj 

FACIAL lEBITABILITT. 

I want now to pass to the study of some of those nervous 
disorders in detail; And first of aU I wish to mention facial 
irritability, or Chvostek’s sign. This is not a disease, but 
a symptom.’ It is a danger-signal by which you recognise 
the tendency on the part of the child to suffer from more 
serious forms of nervous disorder; Facial irritability is so 
called because when you tap over the facial nerve, below 
the malar bone, you get a contraction of the facial muscles.’ 
The phenomenon is not peculiar to the face, for if you tap 
almost any exposed nerve you get a similar muscular con- 
traction; In other words, there is an exaggerated excit- 
ability of the nerves to mechanical stimuli as the basis of 
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Chvostek’s sign. If that sign is present 7011 know that the 
nervous system is in an irritable and unstable condition, 
and will be prone to be afiected by convulsive and spasmodic 
disorders.' 


LABYNGISMUS STRIDULUS. 

Let us take next laryngismm stridulus. That is a serious 
and sometimes fatal form of nervou s dis ease, which consists 
essentially in an mco-ordination of the muscles of the 
larynx . It is due to a spasmodic closure of the glottis, 
rendering the child for the time being incapable of breathing. 
Here you will almost invariably find that the child is sufier- 
mg fro m ricket s, that grea^ predispo_ser to, _ner ve. di sease. 
“You will get the history that faom time to time the child 
stops breathing, ferows back the head, becomes .blue in 
the face, and then suddenly emits a crowing sound, after 
which he may cry a little as if frightened, but soon returns 
to his toys. There is here, then, a period of apncea — that 
is to say, cessation of breathing — followed by a crov^g 
inspiration ; and these are the characteristic signs of laryn- 
psmus itridulus. T hese atta cksrw ill com e on m ore in the 
nigh t and in the ear ly morning than at any other part of 
the twenty-four hours ; and they may easily be excj ted b y 
any external irritati on, by laughing, tickling of the throat, 
a draught of air blowing across the child’s face when asleep, 
or by any emotional disturbance. At first the attacks 
occur oidy at rare intervals, but by-and-by t hey become 
more frequent, so that the child may have a great many 
seizures in the course of the day. What are you liable to 
mistake laryngismus for ? First of all, you might mistake 
it for congeni^ laryngeal stridor. I shall speak of that 
condition more fully soon. Meantime I will only say that 
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congenital laryngeal stridor .dates from .Hrth, whereas 
laryngismus . sJaiduIns. uau^^.jaffeot3_chil^em->whQ- are 
about eighteen naonths old: So that proper attention to 
the history alone in these cases will keep yon right in the 
matter of diagnosing between those two conditions. Next 
you will possibly mistake it for^roup, the catarrhal laryn- 
geal spasm of which I have already spoken ; but group 
attacks last for several hoTirs, whereas laryngismus stri- 
duius is almost momentary. Next, you might conceivably 
mistake it for whooping-cou^h ; but whooping-cough is 
characterized by a seri es of short expirations followed 
by a whooping inspuration, whereas laiyngismus stri- 
dulus is characterized by a period of apno ea followed by 
inspiration • 

Laryngismus may be a serious disease, as I have said, 
and children sometimes die in an attack, so do not be t oo 
cpnfident-in your prospaosis. The story is told of a 
consultant who was summoned to see a case of tTiis disease: 
He said there need be no alarm, as these children practi- 
cally always got well ; but as he was going out of the house 
he was called back to find that the child was already dead. 
We now come to treaiilllieilt;. First of all, how are you 
to treat an attack when it is in progress ? What you have 
to do is to try to promo te the taking of an inspir ation ; and 
this you can perhaps best do by dashing cold water on the 
child’s face , or by tickling the .faup^,- If the spasm 'lists 
an alarmingly. jjgiig time, give a w h.ifi of cMorqfonn if you 
are able to do it yourself, or if there is some responsible 
person to whom you can entrust the administration; That 
will generally cause the spasm of the laryngeal muscle to 
pass ofE and re-establish the respiration.' The application 
of a hot sponge over the larynx is also of use. Fflxt. how 
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are you to ward off future attacks ? A great deal can be 
done by keeping tbs child quiet. It must n^t jbe .annoyed 
in any wa^ltlnusThoC as someone has said, be ^tickled, 
tossed, or teased,’ because emotional disturbance and 
physical stimulation are exciting causes of attacks; It is 
xrell, also, to calm down the nervous system; The sedatives 
which you employ — and I shall have occasion to speak of 
them repeatedly — ^are bromides, cHoral, and ant ipyrm . 
These three drugs are very useful in all the functional 
nervous disorders of childhood, and children stand aU of 
them well, but particularly chloral, which you can always 
give boldly^ Seeing that rickets is the great predisposer 
to those attacks, I need hardly teU you how important it is 
to treafc_the-xiekets. That is^ever.tp_be neglected; It is 
absolutely necessary to recognise the rickety element and 
to treat it by a change of diet, by cod-liver oil, iron, and 
BO on ; and it is only in order to give those measures time 
to take effect that you meantime give bromides and 
chloral; 


CONGENITAL LARYNGEAL STRIDOR. 

I wish next to consider briefly the condition called cow- 
genUal laryngeal stridor, which I told you might be mi staken 
for laryngismus stridulus; Congenital laryngeal stridor is 
a disease the patlioloify of which is stiU imder dispute. 
It is believed by some to be due, like laryngismus stridulus, 
to an inco-ordination in the larynx; According to this 
view, it might be described as a stammer of respiration. 
When one makes an inspiratory effort, if the muscles are 
properly co-ordinated, the vocal cords fly apart to allow the 
air to pass in: And those who hold this theory maintain 
that in congenital larnygeal spasm this does not happen. 
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The child raises his ehest, but does not at the same moment 
open the larynx, and it is only a second, or fraction of a 
second, later that the cords fly apart, and so there is a little 
catch as the air comes in; The other view — ^whioh is held 
by Dr. Lack, of this hospital, amongst others — ^is that you 
have to deal in congenital laryngeal stridor with a malfor- 
mation of the larynx, consisting in a curving in of the 
epiglottis and flabbiness of the false vocal cords, which allows 
the larynx to fall in upon itself during inspiration, and that 
it is in that way that the symptoms are produced.* I shall 
not attempt to decide between these two views, but would 
say that it is admitted by all parties that the disease is con- 
genital, and that towards the end of the first year of life 
it tends to disappear quite spontaneously; So fax as I 
know it has never proved fatal. What are its symptoms P 
The child will be brought to you when quite a young infant, 
usually only a few weeks old, with the complaint that it 
makes a curious noise on breathing ; and you wiU be able 
to hear a slight crowing or purring going on in the throat, 
similar to the noise which you may hear a cat make. This 
sound goes on more or less continuously, but is apt to be 
louder if the child gets excited or agitated: During sleep 
the noise is almost inaudible. Laryngismus stridulus, on 
the other hand, is not congenital, and it is essentially dis- 
continuous; One other thing which you may mistake it 
for is adenoids in their congenital form, but of this I shall 
have occasion to speak again (Lecture xxiii.). Inasmuch as 
congenital laryngeal stridor tends to disappear towards the 
end of the first year, it is not necessary to pursue any active 
treatment. I cannot satisfy myself that drugs have 
any eflect upon it. 

* See note at end of Lootnre. 

16—2 
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TETANT. 

Tlie nest functional disorder of infants is tlie condition 
termed tetaroy, or carpopedal spasm, a name which describes 
the leading feature of the disease — ^namely, a spasmodic 
contraction of the flesor muscles in the front of the fore- 
arm and the back of the leg. You find the wrist flexed, and, 
as the interossei also participate in the spasm, there is 
flexion of the first phalanx and extension of the other two.' 
In addition the thumb is often tucked into the palm, so 
that the hand assumes a conical shape, which has been 
described as the ‘ obstetric position,’ because that is the 
position in which the obstetrician puts his hand when 
inserting it into the vagina. You may also find a degree 
of oedema on the dorsum of the hand, and that the skin 
looks pink or purple and somewhat glazed, and that on 
bn utlling it it seems to be tender. What this is due to I do 
not know. It may be produced mechanically by the con- 
tinuous spasmodic contraction of the muscles interfering 
with the proper return of the blood. The position of the 
feet resembles that of the hands. The toes are flexed and 
curled into the soles, the heels drawn up, and the dorsum 
of the foot is often somewhat pu;^.- If you examine the 
electrical reaction of the afiected muscles you And that 
their excitability is increased, and the anodal closing con- 
traction is greater than the cathodal. 

The causes of this condition are two in number. In 
children of about eighteen months old it is very commonly 
associated with rickets. In younger infants you will find 
it coming on after an attack of diarrhoea; What the cause 
of the spasm is is not known. Sometimes you meet with 
a similar disease in grown-up people; It is one of the 
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tjurioTis and rare complications of dilated stomach.. It is 
assumed that in such, a case you have to do 'with, chronic 
poisoning, the result of the absorption of toxic material 
from the decomposing contents of the stomach. Arguing 
from that, some people say that tetany in young infants is 
produced in a similar ■way. It may be so, and its associa- 
tion with diarrhoea is suggestive ; but there is no proof of 
it. Tetany is not a fatal disease, but it is a painful one. 
You must first of all treat the rickets, if there be any, and, 
whilst your anti-rachitic treatment is taking efiect, you 
must administer nerve sedatives. And of those I would 
recommend the bromides and chloral in preference to 
antipyrin. Hot baths are also useful, for they tend to 
relax the spasm when it is very severe. 

HEAD NODDING. 

Lastly, I want to speak of a disease which is of con- 
siderable interest and rarity, and that is head nodding. 
This condition of head nodding has several synonyms. 
Sometimes it is called spasmus nutans, sometimes gyro- 
spasm, and sometimes it is spoken of as simply rotatory 
head spasm, or head jerking, or head rotation. Either 
head nodding or spasmus nutans is the best term to use. 
In it you have to deal with slight continuous movements of 
the head, which tend to occur in young children who are 
usually about a year old or a little older. When the child 
is brought to you the mother points out that the head is 
kept mo'ving. Sometimes the movement is up and down, 
sometimes it is from side to side — a sort of pendulum move- 
ment — and sometimes a combination of those forms in 
different degrees. The essential point is a slight more or 
less continuous and apparently involuntary movement of 
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tixe head. When you come to esamine these cases more 
carefully you will find that a majority of them suffer from 
ZXystSig^'^S also. The nystagmus may be from side tc 
side, or it may be vertical or of the rotary form, or it may 
be a combination of these varieties. And you may find 
in such a case a form of nystagmus which you do not find 
anywhere else — ^that is to say, a form in which the eyes 
tend to jerk towards one another and then to fly apart; 
In most cases of nystagmus, as you probably know, the 
axes of the eyes remain, parallel, but to this form the term 
‘ convergent nystagmus ’ is applied. 

Here, again, it is believed you have to deal with an inco- 
ordination of the eye and head movements. The young 
child has just learnt to co-ordinate the movements of the 
eyes and head ; he is just learning to turn his head in the 
direction in which he wants to look, and a very slight 
disorder may temporarily derange that co-ordinating 
mechanism. It has been compared to miner’s nystagmus 
for a reason which I shall tell you of immediately. The 
interesting point which connects the movements of the eyes 
and those of the head is that the movements of the head 
tend specially to come on when the child tries to fix any- 
thing with his eyes. If you persuade the child to look 
steadfastly at you, you will find that the nystagmus in- 
creases and the head commences to nod. If the nystagmus 
is present in one eye only, the movements sometimes cease 
when that eye is covered up. This condition tends to 
occur with marked frequency at one part of the year — 
namely, in mid-winter. On a chart on the wall there are 
set out all the coUeeted cases of head nodding which are 
on record,* and you will observe that the mairimTim 

* From a paper ty Dr. Jolin Thomson in Jacobi’s ‘Festschrift,’ ISTew 
York, 1900, p. 282, 
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frequency is in the month of January. In the other months 
you will see there are hardly any cases at all. Why is 
head nodding almost confined to this particular part of 
the year ? An esplanation which has been advanced is 
that it is due to the absence of sunshine at this time. And 
some of you who saw a recent case of the disease in the out- 
patient room will remember that the mother admitted 
that the child lived in a very dark room on the ground- 
floor ; and it is under such conditions that the disease 
most commonly appears. That is why people have com- 
pared this form of nystagmus with that known as miner’s 
nystagmus, which is due to the constant strain of using 
the eyes in comparative darkness. Now, although that 
explanation is ingenious, and has much to commend it, it 
is not universally accepted, and in many cases it is im- 
possible to find that the children who are the subjects of 
the condition have lived in dark houses ; some of my cases 
have occurred in the suburbs or in the country, where there 
is as much light as can be met with in this coimtry in the 
winter.' 

That brings us to speak of the diagnosis. The only 
condition for which you are likely to mistake head nodding 
is salaam convulsions, which consist essentially of sway- 
ing or nodding movements of the body, which appear to 
be epileptic in their nature, one of the forms of 'pstib mdi 
But head nodding is associated with nystagmus, and occurs 
particularly at one time of the year, and tends always to 
pass ofi after a short time. There are certain automatic 
movements which idiots are apt to make which you may 
also mistake for head nodding, such as swaying move- 
ments, banging of the head, or knocking of it against the 
pillow ; but all these movements are much more gross. 
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and are larger in their range, than the typical head 
nodding. 

The prognosis of this disease is perfectly good« If 
you leave it alone it will always get well in time. There- 
fore you can reassure the mother. Sometimes, however, 
the nystagmus seems to persist after the head nodding has 
passed off ; and it is possible that some cases of nystagmus 
which are alleged to have begun in childhood, and for which 
no cause is assigned, have been cases of nystagmus with 
head nodding in which the eye movements have persisted- 

The t^reartmeXL't which is most likely to cut short the 
movements and produce improvement is the administration 
of small doses of antipyrin — 1 grain for every year of life; 
This can be given two or three times in the day. I think 
I have seen this drug effect a distinct and decided improve- 
ment in the movements, rendering their occurrence less 
frequent and less marked ; but the nystagmus seems to be 
more diflScult to control. 

Note. — ^Paterson {Frit, Med, Jburn., 1906, ii. 1447), from careful 
observation of several cases during life, concludes that there is no evi- 
dence of any inco-ordination of respiration and no malformation of the 
larynx in congenital laryngeal stridor beyond exaggeration of the natural 
incsurving of the infantile epiglottis. The stridor is produced at the 
entrance of the larynx by the vibration of the soft structures on th< 
posterior wall. 
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SOME FUNOTIOITAL NERVOUS DISEASES OF 
CHILDHOOD — corUintted 

Gentlemek’, — In the last lecture we began the considera- 
tion of a group of functional nervous disorders in children, 
the essential nature of which, we saw, was that they consist 
in an inco-ordination of movement. We saw, further, that 
there were several reasons why children are particularly 
subject to such inco-ordinate action of muscles, one of the 
chief being that, in the case of young children, at any rate, 
co-ordination is a recently acquired function of the nervous 
system, and therefore is one which is very easily lost under 
adverse conditions. We saw that amongst such adverse 
conditions must be placed many diseases of nutrition, rickets 
being one of the most conspicuous. In addition, it was 
XDointed out that in older children rheumatism plays a part 
in the production of functional nervous disease, and that 
the factor of heredity can never be altogether ignored. We 
reviewed some examples of functional nervous diseases, 
taking up first the diseases of the larynx — congenital 
laryngeal stridor and laryngismus stridulus — and then 
we passed on to tetany and head nodding. I wish now 
to conclude this subject with you, beginning with the im- 
portant question of convulsions. 
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CONTULSIONS. 

You will meet witli convulsions in children very frequently 
in your practice, and they are very alarming to the parents 
of the child. And, further, from the point of view of the 
medical man, their exac t causation is often difiSooIt t o 
diagnose. I want first of all to warn you that mothers and 
nurses will call by the name of convulsions many things 
which really have no right to be so called. They will tell 
you, for instance, that the child is suffering from ‘ inward 
convulsions,’ or ‘ inward fits,’ or ‘ screaming convulsions.’ 
AthI they may mislead you into thinking that you have to 
do with a case of genuine convulsive disease. M^y chil- 
dren under the irritation of teething _or . colic, or under 
emotionaT distiurbance, exhibit twitchings of muscles, par- 
ticularly muscles of the face, which the parents are apt to 
suppose are tme co.nvulsions.- But you are not to regard 
mere quiverings of eyelids and screwing up of the mouth, 
or violent fits of screaming, as genuinely convulsive, though 
they may be of value to you as warnings that a tendency to 
convtdsions exists. 

You -will find it convenient to divide genuine convul- 
sions into two naain groups — first, those which are idio - 
'patTiio ; and, secondly, those which are sjjmvio wdio- By 
idiop atMo conv^siqng_pne^ me^ £^se for whi(^ 
one c an find no cause, which arise in a child who is appar- 
ently in fairly good, health, and which may pass off after a 
time, or which not infrequently become established, so 
that the child suffers from fits from that time onwards at 
varying intervals. There can be no doubt that a con- 
siderable number of those cases are examples of genuine 
epilepsy. Epilep sy may certainly begin in early fife, so 
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that when you are called to a child who is suffering from 
violent convulsions for which you can find no cause, you 
must bear in mind that you may be dealing with the first 
stage of that disease. Sir William Gowers puts the pro- 
portion of cases of epilepsy beginning as convulsions in 
infancy at 10 per cent,, and some authors give an even 
higher figure. 

Far more important, because more common, are cases 
of the symptomatic group. In the first place, y®u may 
have s^fmptQmatjlc. convulsions as the equivalent 
of a T^or in a grown-up person. Many young child ren, 
instead of having_a rigor at the outset of an acute illness, 
have ac tually a gen eral coayulsiom This may happen at 
the commencement of pneumonia, or scarlet fever, or anj’’ of 
the other acute specific fevers, where the temperature runs 
up rapidly during the first few hours of the illness. Second ly, 
symptomatic conAnilsiqns may be^an jndication-of 
disease o f the fy'ain. They may occur in menin giti s in all 
its forms, or they may be met with in eases of cwebral 
tumour, or with t!^ombosis of cerebral veins. Indeed, in 
almost any serious intracranial disease in cbildren. you may 
find convulsions as one of the symptoms. Thirdly, convul- 
s ions m ay be of refles character or origin, an expression 
of the reflex irritation which arises from such things as the 
cutting of te eth or the existence of colic or phimosi s. The 
reflex irritation which results from these causes may, as it 
were, * fire ofl ’ convulsions from the cerebral cortex There 
is another group which is tOXlC in origin . U rsemic con- 
yulsions are a tj^ical example of this group ; and I thinV 
it is not unlikely that some of the cases of convulsions 
which you meet with in the course of acute di ar rh nRa can 
also be attributed to toxic causes. Lastly, there are the 
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convulsions whick are tKe result of gispliyad a. Such are 
those which you may sometimes m^tjvitl^m the course 
of jgCTt^sis, Towards the end of any illness also cpn- 
vulsions may come on and be, so to speak, one of the modes 
of d ying . These also are probably due to failure of res- 
piration ox of the heart, leading to cyanosis aoid congestion 
of the brain. 

Those are the chief groups into which you can divide 
cases of convulsions ; and when you are called to a case 
you have to decide, as far as you can, to which one of these 
classes it belongs. 

You will find that, just as in many of the other functional 
neuroses we spoke of last time, so her e rickets is the grea t 
predisposing factor. For instance, the cutting of t eeth in 
a child in good health may' not set up convulsions, but if 
the child be rickety, such irritation may be a determin- 
ing cause of spasmodic discharges from the cortex of the 
badly-noui'ished brain.- The same is true of the other 
causes of which I have spoken. Many ofjLhem are i nsuffi - 
cient by themselves to produc e, convudsions^ in an ordinary 
child, but where rickets has p roduced _neiyou3 Jnstability 
they may suffice as determining causes. You can some- 
times perceive that convulsions are about to come on by 
certain warning signs. One of these is the de velopmen t of 
^e facial irrit ability of which we spoke last time, and wHch 
v/e saw to be an indication of undue irritability of the 
nervous system. Another will be sligh t twitching move- 
ments of the; face and extremities. If these twitchings are 
seen in a child the subject of rickets you ought to anticipate 
that the child may become affected by convulsions, and 
do what you can to ward them off. Sudden flushin gs or 
attaeks_Qi.CQldness_are also occasional prenionitory sigMj 
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When jon consider the prognosis of c onTiilslons 
yon have to take into account what the immediate chances 
are, and also what is likely to be the remote outcome of the 
seizure. Children do not of ten die in. ^ convulsion, unles s 
the convulsions are themselves merely the final scene in 
an a lready mortal jsoniplamt — that is to say, unless they 
are simply a symptom of Jhe^tenmnal asphysa. Convul- 
sions as a disease are not immediately fatal, unless when 
very seyere and repeated and in quite young infants. You 
have to remember, however, that in a considerable propor- 
tion of the cases the convulsions may persist in the form of 
epilepsy ; and you have, further, to remember that nearly 
all, or quite a large number, of the children who suffer from 
convulsions manifest in later life nervous disorders of 
different sorts. Of about eighty-five cases followed up by 
Dr. Coutts and traced into adult life it was found that 
eleven suffered from major epilepsy, four from malt 
five exhibited somnambulism, four developed melancholia, 
seven had chorea, and nine suffered from migraine. So 
you see in what a large proportion of those cases the later 
history of the patient is marked by further nervous disturb- 
ance. In addition to this, convulsions, especially if fre- 
quently repeated, may cause permanent mental impair- 
ment . and they often leave behind, too, traces of cerebral 
damage in the form of stammering^ppa s quint . 

With regard to teeatment, your immediate line of 
ac tion when called to a child who is at that moment the sub- 
ject of a convulsion must be the same, no matter what the 
cause of the attack may be. First of all, you lay the child 
down, raising th e hea d somewha _t,. and lo osen the clothir^ 
jus^as you do in a case, of ..epilepsy, so that there is no 
hampering of respiration.- And it is a good thing, unl «R.«t 



LECTURES ON DISEASES OF CHILDREN 


*54 

you iave been anticipated by tbe mother or nurse, to put 
the cMd into_ a warm bath, though this is perhaps most 
efficacious in those case^ which are the result, of .colic. Next 
you shoffi d. give __sedatiTes byjthe mouth, or, if you are 
unable to get the child to swallow, by the rectum; CHoral 
is the mos^effici^t, 3 or 5 gra ins by the rectum to a child 
six months old. If you fail, and the convulsion^ are_yery 
serious and still persist, and the friends are getting alarmed, 
there is one resource which is open to you, and which I 
think is practically certain to be successful — ^namely, the 
i nhalat ion of ch loro form. A few whifis of chloroform 
given on a handkerchief will cause the convulsions to cease 
by; paralyzing th e brain cortex. In bad cases in which the 
child passes from one fit into another you may require to 
give mq^Ma. hypodermically, but it must be used_with 
caution.* Amyl mtrite also is sometimes of service; Such 
will be your immediate treatment in all oases. Next you 
have to consider how you are to prevent the recurrence of 
attacks. In order to do that you must treat the ric kets. 
M thS^e any. You must make a radical alteration in the 
child^s_ffist_and admin kter cod-liver oU. But occasionally, 
and until these measures have time to take effect, you may 
have to diminish the excitability of the nerve centres by 
se^tives. Bromides and chloral will be the drugs which 
you wiU use. I would remind you again here how "gifell 
young children sta,nd chloral ; it is a drug which you may 
give pretty freely without risk; And in those cases it is 
to be preferred to bromide, as being more efficient in con- 
trolling the convulsive tendency. It may be necessary, of 
course, to attend to the child’s digestion if there be colic, 
and that may involve the alteration of the diet in directions 
I have laid down in a previous lecture. 

♦ The dose is about grain for a child of six months. 
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IfIGHT TEBEOES. 

I now pass to another extremely important group of 
nervous disorders, those which go hy the name of nigJit 
terrors, or pavor nocturnus. Slight terrors of varying severity 
occur with a consid.erable degree of frequency in children, 
and they are often extremely alarming to the friends. The 
usual history of a case is that a child, most commonly about 
the period of the second dentition, falls to sleep, and shortly 
afterwards wakes up in a violent state of terror ; he sits 
up in bed and shouts in an incoherent manner, perhaps 
only partially awake, and it may be a long time before the 
mother or the nurse succeeds in pacifying him. In those 
cases the cause of the fright is sometimes an hallucination 
of vision J sometimes, on the other hand, it is probably 
merely a nightmare. It has been aptly said, I think by 
Dr. Coutts, that you may divide the cases into two 
groups — * those that see visions, and those that dream 
dreams.’ Those who see visions are those who have hallu- 
cinations of sight ; those who dream dreams are those who 
have what is equivalent to a nightmare in the adult. Al- 
though that is probably a real distinction, you will find it 
extremely difficult to say to which of those two classes 
any given case belongs, because these children are often 
incapable, sometimes unwilling, to give an accurate descrip- 
tion of their sensations during the attack. Sometimes they 
win tell you that they see frightening objects, shadows or 
dark shapes in the room, and in such cases, perhaps, they 
are the subjects of visual hallucinations. In some cases 
they can give you no coherent account of their sensations; 
These experiences may be repeated night after night, until 
the equilibrium of the nervous system is seriously upset* 
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and the child begins to dread going to bed at all ; and then 
the friends get alarmed, and think that the child is becomiiig 
insane, and call in a doctor. 

A very good description of the sensations of children 
who suffer from those attacks has been given by Charles 
Lamb in one of the ‘ Essays of Elia,’ entitled ‘ Witches and 
other Night Fears.* Perhaps the passage is known to some 
of you. He says : * I was dreadfully alive to nervous 
terrors. The night-time, solitude, and the dark were my 
hell. The sufferings I endured in this nature would justify 
the expression. I never laid my head on my pillow, I 
suppose, from the fourth to the seventh or eighth year of 
my life [i.e., about the time of his second dentition], so far 
as memory serves in things so long ago, without an assur- 
ance, which realized its own prophecy, of seeing some 
frightful spectre. ; : i Parents do not know what they 
do when they leave tender babes alone to go to sleep in 
the dark. The feeling about for a friendly arm, the hoping 
for a familiar voice when they wake screaming and find 
none to soothe them — what a terrible shaking it is to their 
poor nerves 1 The keeping them up till midnight through 
candle-light and the unwholesome hours, as they are 
called, would, I am satisfied, in a medical point of view, 
prove the better caution.’ 

Now, gentlemen, night terrors may always be taken as 
evidence of ill-health in some form or other. They do not 
occur in perfectly sound children.- And you will find that 
amongst the predisposinsf causes particularly at 
work are, in the first place, a neurotic or nervous heredity ; 
secondly, you will find a rheumatic diathesis, as I have 
already stated. But above all, and far more important than 
all, perhaps, is overpressure at school. One of the chief 
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predisposing causes of night terrors is school work, and 70U 
will often in many cases find that children only sufier from 
this disorder during the school term. During the holidays 
they sleep undisturbed, but when they resume school they 
resume also their night terrors. Mothers often describe 
them as ‘ going over their sums in their heads all night,’ 
arithmetic being apparently one of the chief things which 
exhaust and irritate the brain. 

Of excitilllgf causes, I would emphasize two which 
it is of the very first importance for you to be familiar with. 
One of them is gastro-intestinal disorder, especially con- 
sti-pation. The second is partial asphyxia from the presence 
of adenoids in the throat. These two catises are by far 
the most important for you to recognize from a practical 
point of view. 

When I have mentioned to you the causes of night 
terrors, you see what the treatment should be. It 
must not be purely sedative. There are two things above 
all that you should do when called to a child who sufiers 
from this complaint ; one is to attend to the state of the 
throat, and the other is to administer aperients; If you 
do these you may leave almost everything else undone. 
Clear out adenoids when you find them, and give an aperient 
no matter what the state of the bowels may be or is said to 
be. If you do that you will not go far wrong in the manage- 
ment of those cases. There are other accessory means 
which are of help. These children ought not to be fi^htened 
in any way, nor excited. They ought not to be allowed 
to sleep alone, they ought to have a night-light in the room, 
and ought not to be allowed to go to bed with a full stomach, 
because, as in nightmare in grown-up persons, so here, pres- 
sure of food in the stomach may be a cause of the condition. 

17 
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It ma.y be well to remove tbe child from school for the time 
being, until the nervous system has recovered its equilibrium. 
It may be necessary to give sedatives, such as bromides and 
chloral, temporarily ; but as far as possible you should 
dispense with these and direct your attention to putting the 
child into that state of health in which night terrors are 
impossible, and in order to do that, as I have said, you 
must pay attention to the state of the throat and stomach 
and bowels. 

There is an analogous condition to night terrors which 
occurs in the day, called day terrors, or pavor dinmns, 
which is very much rarer. The child, in the middle of his 
games, may be seized with a fit of panic and rush to his 
mother, giving vent to inarticulate cries. The fit of terror 
may last for a few moments. These are no doubt to some 
extent analogous to the worst form of night terrors. They 
are probably eases where there has been some hallucina- 
tion of some of the sense organs, and must be treated on 
the same lines as the night terrors of which I have spoken. 

There are also various degrees of disturbance and rest- 
lessness at night, which cannot, perhaps, be fairly classified 
as night terrors. One of the mildest forms is gfriudmg 
of tlld tOdlilL. Such cases can be recognised by the 
fact that the teeth are bevelled down to the same level. 
At the other extreme is somnambulism. All such 
cases must be treated on the lines already laid down. 

nootuenaij incontinence . 

The next neurosis I shall describe is enuresis, or noc- 
twrnal incontinence. I do not pretend to explain how it 
is that enuresis arises . The exact mechan ism of the bladder 
is not fuUy understood, but for practical purposes you may 
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compare enuresis to the automatic action of the bladder 
which you find in many diseases of the spinal cord ; and 
probably it has a very similar explanation. Just as in 
diseases of the spinal cord, when the brain impulse is cut 
off by a lesion higher up, the bladder takes to emptying 
itself automatically when it is full, so in children the brain 
cortex has sometimes such an imperfect control over the 
lower centres that the bladder may take on spontaneous 
action. You may ask at what age the child ought to be 
able to control the bladder. I think you may say from 
three years old. You should not therefore talk of enuresis 
before that. 

The t^eaitiXUeil't of the spontaneous passage of urine 
during the night must consist in the removal of the causes 
which lead to it. You will find it always well to inquire 
into the presence of worms, because the irritation of worms 
in the rectum seems to be a cause which may give rise to 
enuresis. You should also inquire in the case of boys about 
phimosis, or preputial adhesions ; these also seem to be 
one of the exciting causes. Further, you should see that 
these children do not drink much fluid before going to bed, 
that they sleep on a hard mattress, with few bedclothes ; 
and it is advisable to raise the end of the bed a little, so that 
the head is lower than the pelvis, and the stress or pressure 
of the urine tends to gravitate down into the fundus of the 
bladder instead of pressing on the more sensitive trigone. 
Here also you will find in a great many cases that partial 
asphyxia is the cause of the trouble. And adenoids, again, 
are by far the most common cause of the partial asphyxia. 
So that in every case of nocturnal incontiuence which is 
brought before you you should make a point of examin- 
ing the throat. Lastly, it is well to examine the condition 

17—2 
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of tbe urine, to see if it be acid to an undue extent. I think 
hyperacidity of the urine as a cause of nocturnal inconti- 
nence has been exaggerated. I do not think that it is a 
common cause. If, however, you find uric or oxalic acid 
crystals, it is well to give alkalies to make the urine less 
irritating. I have even seen calculus in the bladder mis- 
taken for incontinence, from the irritation and frequent 
micturition to which it gave rise. 

If you have employed all these measures — ^attended to the 
state of the urine, removed worms and adenoids if they 
were present, given directions that the child should not 
have fluid just before going to bed, and that he should sleep 
on a hard mattress and with few bedclothes — and if you 
still fail to cure the condition, what shall you do next ? 
You have then to fall back upon drugs. There is one drug 
especially which is commonly used in the treatment of 
nocturnal incontinence, and that is belladonna ; and there 
can be no doubt that it is a drug of extreme value if you use 
it in the proper way. So far as I know, it is the only drug 
which has a real controlling influence in the disease. There 
is only one rule to be remembered in regard to the 
administration of ‘belladonna, and that is to 
give it in large doses. If you do that, you do not need to 
trouble about any other points. Begin with 10 minims 
of the tincture, given after each meal ; try that for 
a week, and you will probably reduce the frequency of 
the incontinence at once. You should then mount up 
to 16 minims each dose, then to 25 minims, and then 
to 30 minims, and so on, rmtil you get the incontinence 
entirely suppressed. I have no hesitation in going up to 
a drachm of the tincture, even of the new B.P. strength, 
after each meal — that is to say, three times a day. It is 
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extraordinary how children will stand belladonna; It is 
one of the drugs which have far less influence on a child 
than on a grown-up person. There may possibly be a 
complaint of slight dimness of vision from paralysis of the 
eye muscles, or of dryness of the throat, during the ad- 
ministration ; but I have not seen more than once or twice 
any general disturbance, such as a rash or slight delirium. 
As a rule, there are hardly any general toxic eSeots from 
large doses, whereas the local effect upon the enuresis is quite 
remarkable. Now, if you have got up to 40 minims of the 
tincture after each meal, and then the enuresis ceases, how 
long should you continue the drug ? I think you should 
do so for at least a month in the full dose, and then dis- 
continue gradually ; climb down again in the matter of 
doses just as you climbed up. You will then find that in the 
majority of cases when you have stopped the medicine the 
habit has been broken, and the child may be regarded as 
cured. Other drugs are sometimes recommended as substi- 
tutes for belladonna. Ergot has some supporters, strychnine 
has some, and so has cantharides. I have tried aH of them, 
I think, and I can only say that I am by no means certain 
that they are of much use. I should say that if you fail with 
belladonna you may regard yourself as at the end of your 
therapeutic resources so far as drugs are concerned. 

I think you will find noctumal incontinence of xirine is 
much more easy to cure in boys than in girls. I do not 
know why that should be, but I th ink the most intract- 
able cases one has to deal with are in girls. In such cases 
treatment by local applications of nitrate of silver to the 
methra has recently been recommended, a strong solution 
being applied on more than one occasion. I have seen 
one case at least where this method effected considerable 
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improvement, but my experience of tbe treatment has 
not been great. Still, it is one which it is well to have 
in reserve in the case of girls, for whom alone it is 
intended. 

Rnally, I would warn yon that yon must see that these 
children are not pnnished. It never does any good, or 
hardly ever, to do so. Very few cases are due to careless- 
ness on the part of the child ; the disorder is due to a want 
of control of the lower centres by the higher, and the lack 
of control is not a voluntary one, but purely involuntary. 
It is a ease in which the child cannot exert the will, and 
therefore it is not only useless, but it is extremely unfair and 
unkind to punish children for this unfortunate weakness; 
On the other hand, by carefully following out the treat- 
ment I have described, I think it will be your experience 
that in the majority of cases you can get the patient well. 

Occasionally the incontinence occurs by day CUly, 
though that is exceptional, and the treatment is 
essentially the same as in the nocturnal form. I remember 
being constilted, for instance, about a girl nine years old, 
who had sufEered from diurnal incontinence since an attack 
of measles three years previously. She was a very nervous 
child, but presented no other signs, and the urine was quite 
normal. Under full doses of bromides and belladonna, 
the symptoms speedily disappeared. 

Incontinence of Feeces is a rare condition which 
may occur either independently or in association with 
enxiresis. Not long ago I had a case of it in a girl of five, 
who seemed otherwise in good health, but who had never 
been able to control the rectum. She recovered completely 
under belladonna and ergot. 



HABIT SPASM 


263 


HABIT SPASM. 

Habit spasm, or tic, is the last of the functioival nenroses 
of childhood which I shall describe, but it is by no means 
the least common. It conskts in an often-repeated and 
apparently purposeless movement, usually afiecting the 
face, and resulting in ‘ blinldng,’ ‘ grimacing,’ * sniffing,’ or 
other such act. Movements affecting the limbs are also 
seen, the upper limbs being more often affected than the 
lower. Thus, there may be a constant shru^ng of one 
shoulder or repeated snapping of the fingers. In severe 
cases there may even be involuntary exclamations — often 
of an improper sort. 

The subjeola of habit spasm are neurotic cbildien, and, 
as in other fimctional neuroses, often exhibit a tendency to 
rheumatism. Overstrain at school, ansmia, and feeble 
general health, predispose to its occurrence. Local exciting 
causes should always be looked for. Amongst these are 
errors of refraction, adenoids, and carious teeth. 

The diagnosis is usually easy, but you will be apt to 
mistake the condition for chorea. In typical habit spasm, 
however, only one group of muscles is affected, whereas in 
chorea that is very rare. There is no doubt, however, that 
the two disorders tend to pass into each other, and it may 
not be possible at first to distinguish a severe habit spasm 
from a case of mild or of ‘ residual ’ chorea. 

The treatment to be adopted is much the same as that 
of the other functional neuroses — ^viz., attention to the 
general health, and avoidance of excitement and school- 
work, with plenty of exercise in the open air. If any of 
the local exciting causes already mentioned is present, it 
should be dealt with. Thus it may be necessary to order 
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spectacles, or to attend to the teeth or throat. Removal 
of adenoids, however, should not be lightly undertaken,- 
as the fright of the operation may aggravate the spasm. 
Gentle but persistent ‘ moral suasion ® may do something, 
the child being constantly encouraged to try to control 
the movement. Anything like scolding, however, should 
be avoided. As regards drugs, I have found most benefit 
from a combination of bromides and arsenic, but valerian is 
also useful occasionally. 

As a rule, the condition is recovered from in time, al- 
though improvement is very often slow, and sometimes the 
movements become stereotyped and persist into adult life. 
When all else fails, a complete change of surroundings and 
going to live amongst strangers may have a good effect. 



LECTUEE XVII 

THE PARALYSES OP CHILDHOOD 
L PSBUDO-PABAIiYSES. 

GentTiEMEN, — ^W hen a child is brought to you who is 
alleged to be suffering from paralysis/ the first thing you 
have to deterraine is whether the loss of power is really due 
to some affection of the muscles or nerves, or whether it is 
merely a case, not of inability to use the limb, but of dis- 
inclination to do so because any attempt at movement 
causes pain. Gases of the latter sort are not very in- 
frequent in early childhood, and they are spoken of as 
* pseudo-paralysis ’ to distinguish them from genuine 
nervous or muscular lesions. There are three great causes 
of such false paralyses. Syphilitic epiphysitis is one, 
scurvy is another, and rheumatism is the third. I may say 
a word or two about each of these. 

1. Syplillitic Fsendo-Paralysis. — ^Some of you 
may have seen a child in one of the cots lately who was 
brought to hospital because it had suddenly ceased to 
use the left arm. There was a vague history of injury, you 
may remember, and the case was at first regarded as being 
probably one of a lesion of the brachial plexus. On more 
careful examination, however, signs of congenital syphilis 

a6s 
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were detected, and I came to the conclusion that we were 
probably dealing with an epiphysitis of syphilitic origin. 
This conclusion was justified by the fact that under vigorous 
mercurial treatment the supposed paralysis quickly passed 
oS. This case presented unusual difficulties, but, as a rule, 
you will readily make a correct diagnosis in such circum- 
stances if you remember the existence of the condition. 
As a rule, syphilitic epiphysitis occurs in infants of only a 
few weeks old — ^the oldest I have seen was six months — 
and it almost always affects several joints, particularly the 
joints of the arms ; indeed, I do not remember to have 
seen a syphilitic pseudo-paialysis of the lower limb. The 
proper treatment is to place the limb in a splint, and to push 
anti-syphilitic treatment. If this plan is adopted, a speedy 
cure almost always results. 

2. Scorbutic Pseudo-Pajralysis. — The otb^r day 
a child ten months old was brought to the receiving- 
room for loss of power in one leg, and was sent down to out- 
patients with the diagnosis ' Paralysis. ? cause.’ On 
examining the infant, one was at once struck by the great 
tenderness of the limbs, and on inspecting the gums they 
were found to show slight sponginess round the incisor 
teeth, whilst inquiry into the history revealed the fact that 
the child had been fed on condensed milk and a patent food. 
Anti-scorbutic treatment was adopted, and when seen a 
week later the child was using the limb freely. 

Here, again, the apparent paralysis was really a mere 
disinclination to use the limb from pain. In contrast to 
syphilitic pseudo-paralysis, it is the lower limbs which are 
most apt to be affected in this condition. The extreme 
tenderness of the limb when handled should usually put 
you on the right track, and often you will find also some 
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degree of thickening round the lower end of the femur. 
'Your diagnosis will be confirmed by finding sponginess of 
the gums and a history of the child’s having been fed on the 
sort of diet which is apt to produce scurvy. The diagnosis 
once made, the treatment is obvious, and its results usually 
brilliant. 

3. KIieTunatic Affections, particularly of the 
lower limbs, may also sometimes simulate paralysis. I 
have known this happen, especially when the tendo- 
Achillis or hamstrings were involved. Here it is older 
children who are affected, never infants, and the im- 
mobility is rarely complete, but is chiefly manifested by an 
inability to walk properly. You will usually find some 
signs pointing to rheumatism elsewhere, or a history of its 
occurrence in the past, and the use of salicylates and local 
friction with a liniment speedily bring about a cure. 

Finally, it is always well to bear in mind the possibility 
that paralysis may be simulated by a purely surgical 
affection. I have known a distinguished physician, 
for instance, be completely nonplussed by a case of double 
congenital dislocation of the hip, and ordinary simple 
epiphysitis or hip-disease or dislocations may easily lead 
you into error. 


n. TEUE PAEALTSES. 

Assuming that you are satisfied that you have to deal 
with a case of true and not of simulated paralysis, the 
next thing you have to determine is the seat of tlie 
lesion. In this diagram (Dia. 9} there is shown the 
course of a motor fibre from its starting-point in the 
cerebral cortex to its termination in a muscle, and there is 
indicated also the different lesions of which it may be the 
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subject at various points in its course. Tbe first step to 
determine is whether the lesion affects the upper or lower • 
motor segment. This is not difficult to do if you remember 
that upper segment lesions are characterized by spasticity, 
with exaggeration of the deep reflexes and absence of 
muscular wasting, whereas lower segment lesions exhibit 
flaccidity, with diminution of the deep reflexes and the 
presence of wasting. We may therefore consider first the 
lesions of the upper segment, known as — 

The Spastic ob Ceeebbal Palsies; 

According to their period of onset, these may be divided 
into three groups : 

1: Pre-natal — i.e., occurring mi viero. 

2. Natal — i.e., occurring at the moment of birth; 

3. Post-natal — i.e., occurring some time after birth; 

Pre-natal cases are usually the result of mal- 
formation of part of the brain — a condition to which the 
term porencephaly is applied — or of an arrested develop- 
ment of the cortical cells {agenesis oorticdis). 

The natal cases are due to an injury to the brain 
during parturition. The nature of the injury is often 
obscure, but one may safely regard it, in many cases at 
least, as being due to a meningeal hemorrhage. Very 
commonly one finds that such children have been bom 
prematurely, and only resuscitated with great difficulty. 
Instrumental delivery is by no means always a factor. 

Cases which come on some time after birth* (post- 

♦ It is well to remember that tbe bistory is not always a safe guide as 
to whether a case is of natal or post-natal origin, for there can be little 
doubt that in many cases which really date from birth the paralysis is not 
noticed till the child tries to walk. 
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Diagram 9. — ^To Show the Site of the Lesioh in the Pabalyses 

OF Childhood. 
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natal) are usually Lemiplegic, and may be due to the same 
causes as produce hemiplegia in adults — e.g., embolism, 
syphilitic thrombosis, or even haemorrhage. Sometimes, 
at leaiat, they are the result of surface lesions — e.gf., venous 
thrombosis — and it is also possible, as Striimpell has siig- 
gested, that they may be brought about by a polio-encephal- 
itis aSecting the motor area analogous to the poliomyelitis 
which is so common in the gray matter of the cord. 

As regards its distribution, the paralysis may be : 

(1) Hemiplegic (involving one arm and leg) ; 

(2) Paraplegic (involving both legs) ; 

(3) Diplegic (involving all the limbs) ; 

(4) Monoplegio (involving one limb only) ; 

in that order of frequency, and depending upon the site and 
extent of the lesion. 

The paraplegic oases are sometimes spoken of by the 
special name of Little’s disease — a term which should appeal 
to all of you here ; for Dr. Little was at one time physician 
to the London Hospital, as well as founder of the Royal 
Orthopaedic Hospital.* 

I have used the term l>iplegfl£b to signify a paralysis 
affecting all the Umbs. You will often find it employed, 
however, to signify any bilateral affection of the cortex 
which results in paralysis, and if used in that sense it would 
cover paraplegia as well. There are several varieties of 
diplegia. The typical form in which aU the limbs are 
affected is also spoken of as generalised rigidity, and a good 
example of it is shown in Fig. 29. Such cases are usually of 
pre-natal origin. At other times, again, it results from a 

* Little’s oiigiaal paper was published in the Trans, of the Obstetrical 
Soc., 1861, Tol. iii., p, 29L 
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progressive degeneration of felie cortical cells coming on 
some time after birtli — a condition sometimes described as 
one of ‘ premature senility ’ of the neurons. Sucb oases 
often occur in various members of tbe same family. In 
yet another group tbe progress and symptoms closely 
resemble those of G. P. I., and in that case the disease 
usually starts during adolescence, and is probably of 
syphUitio origin. To the diplegias also belong the oases 
of amblyopia with mental deficiency sometimes met with 
in Jewish families, to which I shall have occasion to refer 
in a later lecture (p. 309). 

Yon might suppose that it would be impossible to dis- 
tinguish a case of diplegia from one of double hemiplegia, 
but it is not so. In diplegia there is alv/ays more rigidity 
than paralysis, in hemiplegia the reverse. In hemiplegia, 
again, the arm is always more affected than the leg ; in 
diplegia this is not observed. As regards the relationship 
between the distribution of the spastic palsies and the time 
of their causation, it may be said that the hemiplegias are 
usually of post-natal development, the paraplegias of natal 
production, whilst the diplegias may be of either pre-natal 
or post-natal appearance. Monoplegias are so rare that I 
cannot tell you what is their usual time of causation. 

Complications op the Spastic Palsies. 

You will find, gentlemen, that the spastic palsies not 
merely produce a greater or less degree of impairment of 
motor power, they also bring in their train certain remoter 
consequences. Two of these are specially prominent, and 
should be remembered when you are giving a prognosis. 
One is mental impairment, the other is fits. 

1. Mental Impairment. — You will not be sur- 
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prised to find that any severe and extensive cerebral lesion 
in a yonng child is apt to be followed by some impairment 
of the mental functions, and, in accordance also with what 
one would expect, one finds that the earlier the lesion makes 
its appearance, the more apt is such impairment to be mani- 
fested. So far as I have been able to observe, diplegics 
are invariably imbecile ; they become, indeed, practically 
dements, whilst paraplegics are more apt to suffer than 
hemiplegics. The degree of mental disturbance may vary 
from a mere slight degree of ‘ eccentricity ’ to a condition 
of absolute imbecility (see Lecture xix.). 

2. !FitS. — If you inquire into the history of cases of 
spastic paralysis of post-natal appearance, you will often 
be told that the paralysis set in in consequence of a fit. 
Whether the fit in such a case is really the cause of the para- 
lysis, or whether both fit and paralysis are the common 
result of a cerebral lesion, I am not prepared to say ; but of 
this there can be no doubt — that in many cases the fits 
tend to recur in such children, or to make their appearance 
sooner or later, even although they were not present from 
the outset. The fits in such cases are typically epileptic 
in type, and often occur with great frequency and severity, 
and are of special importance, because there can be no 
doubt that they tend still further to impair mental develop- 
ment. They are probably more apt to occur in those cases 
which are the result of a surface lesion, especially when it 
happens to be both extensive and of early production.: 

Pott’s Parapuegia. 

Cases of spastic paraplegia are sometimes brought to one 
with the history that the paralysis has come on gradually. 
In such cases it is always advisable to examine the back 
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very carefully for signs of spinal caries, particularly in tlie 
cervical and upper dorsal regions, for compression 
myelitis, as it is called, is not an uncommon sequence 
of spinal caries in tiese regions. Here, again, it is the 
upper motor segment which is involved — i.e., the motor 
fibres on their way to the anterior coronal ceils of the lower 
dorsal and lumbar parts of the cord — and that being so, 
the paralysis is, of course, spastic in type. It differs, how- 
ever, in several respects from the spastic paraplegia of 
cerebral origin which I have already described. In the 
first place, the history usually makes it quite plain that the 
symptoms have developed slowly, whereas, as we have seen, 
in the so-called Little’s disease the paralysis has almost 
always dated from birth. In the second place, the sphincters 
are usually involved early in Pott’s paraplegia ; indeed, 
overdistension of the bladder, with consequent cystitis, 
is one of the unpleasant results which, unless the doctor is 
watchful, the affection of the sphincters may bring about. 
The paralysis is sometimes preceded by pains referred 
usually to the chest or abdomen, and you will find it a good 
rule in every case in which a child complains of persistent 
abdominal pain to examine the back. 

You should not take too gloomy a view of these cases . It 
is surprising how completely the paralysis may be recovered 
from if the child is kept for a sufficient time at perfect rest. 
Rest, indeed — ^absolute and prolonged rest — ^is the keynote 
of their successful management. 

Lesions of the Lower Motor Seoment.- 

The most typical form of paralysis which results from 
a lesion of the lower motor segment is infantile 
paralysis, which is, as you know, the consequence of 

18 
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anterior poliomyelitis. Now, tlie first remaxk I iave to 
make about ‘ infantile ’ paralysis is tbat it is a ratber 
badly-named disease.' 

It is not, indeed, a obaracteristic disease of infancy at all, 
for it is but rarely met with before tbe end of tbe first year.- 
Tbe great majority of cases occur in tbe second and tbird 
years. You will usually bave but little difficulty in recog- 
nising a case when it is brought to you.' Tbe fllaooidity of 
tbe limb, tbs loss of tbe deep reflexes, tbe wasting of tb© 
muscles, and tbe presence of tbe reaction of degeneration, 
all proclaim it at once as due to a lesion of tbe lower 
motor segment, and tbs only thing for which you can mis- 
take it is a paralysis due to interference with a peripheral 
nerve; How such an error is to be avoided I shall point 
out shortly, when I come to speak of tbe peripheral palsies 
of childhood; 

Although a fully-developed case is not difficult to recog- 
nise, you will often be puzsled should you happen to see tbe 
patient during the active stage of tbe disease; It will be 
but rarely, bo-syever, that you will bave that opportunity; 
Tbe onset of anterior poliomyelitis is often marked by but 
little in tbe way of general disturbance of health; A little 
fever, perhaps a disinclination for food, and a ‘ going ofi bis 
legs,’ may be tbe only indications of tbe serious mischief 
which is on foot. Sometimes, however, tbe disease sets in 
with more of a fracas. I remember being asked to see a 
boy of five by one of my colleagues here, who bad been 
admitted to tbe hospital suffering from severe fits. When I 
examined him be was almost in a status epilcpticus, passing 
from one severe general convulsion to another, -with brief 
intervals of only partial consciousness. A careful examina- 
tion revealed no signs of disease, and one was driven to 





INFANTILE PARALYSIS 


^7S 


make the tentative diagnosis of convulsions probably of 
reflex origin from the bowel. In a day or two, however, 
the mystery was cleared up, for the boy emerged from his 
fits, but with complete paralysis of the shoulder group of 
muscles on one side. It had been a case of anterior polio- 
myelitis ushered in by convulsions; 

Another mode of onset which may puzzle and mislead 
you is that in which the initial stage of the paralysis is 
attended by great l].3^erasstliesia of the aflected limb. 
I remember being quite deceived by the first case of this 
sort which I saw. It was that of a little girl who was under 
my care whilst I was in temporary charge of one of the 
wards at Great Ormond Street. Her left leg seemed to be 
paralyzed, but whenever one attempted to examine it the 
child seemed in such pain, and screamed so loudly, that one 
was obliged to desist. Not being at that time aware that 
infantile paralysis might be accompanied by great tender- 
ness in its early stages, I was inclined to think that one had 
to deal with one of those pseudo-paralyses which were 
described at the beginning of this lecture, and discussed 
the possibility of mischief in the neighbourhood of the hip- 
joint. Examination under an anaesthetic, however, re- 
vealed nothing, and by-and-by the tenderness passed ofi, 
and the child was left with an ordinary infantile paralysis 
of some of the muscles of the thigh. 

As regards the prognosis in infantile paralysis, 
one can always safely say that, after the acute stage 
has passed ofi, any change which takes place will be in the 
direction of improvement. The extent to which the affected 
muscles will be finally disabled can be gauged better by 
the electrical reactions than by any otheT test. The 
more completely and extensively faradic excitability is 

18—2 
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lost, tlie more irreparable is the damage which has been 
done. 

I shall discuss the treatment of infantile paralysis 
and the deformities which result from it along with that of 
paralyses in general. 

Chkonic Antebio-r Poliomyelitis.* 

Chrordc anterior poliomyelitis leading to progressive 
muscular atrophy is a rare disease in childhood. Hof- 
mann has described * a special type of it which occurs in 
families, and of which the case depicted in Fig. 32 was an 
example. This child, a boy four months old, was brought 
to see me at Great Ormond Street with the history that he 
had become gradually paralyzed within the last three 
months. The mother stated that an exactly similar fate 
had befallen other two of her children at the same age. On 
examination the infant was found to exhibit complete 
flaccid paralysis of all the muscles except the diaphragm, 
so that he lay helpless on his back, breathing with difficulty 
and occasionally giving vent to a feeble cry. The atrophy 
of all the muscles is well shown in the photograph, and a few 
fibrillaxy tremors could be observed. The child died outside 
shortly afterwards, but, unfortunately, no examination 
could be obtained. Such cases are exceedingly rare, and 
belong rather to the curiosities of pediatrics, for you may 
spend a long life in busy practice and never meet one of 
them. 

Peripheral Palsies. 

Paralysis from lesions of the peripheral nerves are not 
very uncommon in childhood, and may be divided into the 

* MiiTich. Med. Woeh., 1900, xlvu, p. 1649; and Dewt. Zeitaeh. /. 
Mervmheilk,, 1893, iii., p. 427. 
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two great groups of (1) traumatic, and (2) toxic. The best 
■ examples of the former are the ‘ obstetrical palsies,’ which 
result from injury to nerves at birth ; the latter are typified 
by post-diphtheritic paralysis. It wiH be well to consider 
each group separately. 

1.- Obstetrical Palsies. — These may affect the 
arm, the leg, or the face. Those of the arm are the com- 
monest and best known, and usually take the form of 
Erb’s paralysis, which is the result of an injury of the 
fifth, sixth, and seventh cervical nerves at the root of the 
neck; These nerves supply, as you will remember, the 
deltoid, biceps, brachialis anticus, and supinator longus, as 
well as the external rotators of the shoulder (rhomboids, 
supra- and infra-spinatus, and teres minor). When these 
muscles are paralyzed, their opponents have it all their own 
way, with the consequence that the arm assxunes a very 
characteristic position, being held limp by the side, fully 
extended and pronated, and rotated inwards at the shoulder, 
so that the palm of the hand looks backwards and a little 
outwards — ^much in the position, as it has been remarked, in 
which a man places his hand when expecting a tip. (The 
characteristic position is well shown in Fig. 33). 

The injury to the nerves in these cases is probably the 
result of pressure or of laceration, and the labour will 
almost always be found to have been a difficult one. This 
may be the reason why the condition is commoner in boys. 
Of fourteen consecutive cases of which I have notes, nine 
were males and five females. It is commonly said that 
most oases are the result of a breech presentation, the 
injury being inflicted in the delivery of the after-coming 
head, but in only four of my cases was the child bom by the 
breech. Nor can one attribute it to injury by forceps, for 
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adults as due to lead, alcoh.ol, and arsenic you will hardly 
ever see in the child. 

Occasionally one sees cases of multiple nexiritis 
in children, the cause of which is difficult to ascertain.' 
Some of these are vaguely spoken of as being ‘ rheumatic.’ 
They are not difficult to recognise, for, besides presenting 
all the ordinary characters of a lower segment lesion 
(wasting, loss of deep reSexes, reaction of degeneration), 
they are characterized by being widespread and usually 
symmetrical afiecbions, which at once distinguishes them 
from cord lesions. Further — at the oxitset, at least — they 
present more or leas impairment of the sensory functions, 
as well as of the motor. 

Fost-diplitlieritic paralysis, which is by far the 
most important of the toxic neuritis group in childhood, 
I do nob propose to speak of very fully, for its study is 
always taken up along with that of diphtheria. Its chief 
peculiarity, you remember, is its tendency to aSecb certain 
nerves more than others, paralysis of the soft palate being 
one of its earliest and most constant manifestations. 
Paralysis of the muscles of the eye is also not uncommon, 
nor, unfortunately, is that of the respiratory muscles and 
heart, for when these are affected the patient’s condition 
is often very dangerous. 

The oases of post-diphtheritic paralysis which you are 
most apt to overlook are those in which the child is brought 
to you for weakness of the legs, with, perhaps, inability to 
walk properly. In such a case there may be no clear 
history of diphtheria obtainable and no evidence of para- 
lysis of the soft palate, and I have known great difficulties 
in diagnosis arise. The absence of the knee-jerks, however, 
ought to keep you right, for though this might be due to 
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infantile paralysis, yet tlie latter is not so likely to be 
symmetrical, and tbe wasting is usually mucli more pro- 
nounced. It is well to remember, too, that post-diplitberitio 
paralysis is rare before the age of two, whilst the majority 
of cases of infantile paralysis occur in the second year; 

Faciai* Paralysis in Childhood. 

The ordinary Bell’s palsy so frequently met with in 
adults, and usually attributed to the effects of cold, is not 
at all common in childhood. When a child is brought to 
you with facial paralysis, you should think of two things : 
(1) That it may be an obstetrical palsy ; (2) that it may be 
the result of middle-ear disease. 

Of the first of these I have already spoken, and have 
pointed out tha,t the paralysis in such cases always dates 
from birth, and is usually transitory, and you should have 
no difficulty in diagnosing it. 

Facial paralysis which results from diseaiSe in tlie 
middle ear is by no means uncommon, and may some- 
times even be bilateral ; but its recognition is easy, for 
there is always a history of a discharge from the ear on the 
affected side. When both nerves are affected, the charac- 
teristic appearance of the face known as ‘ tapir-mouth ’ is 
produced. 

Clearing out the mastoid in these cases often gives 
brilliant results, and I have known the paralysis begin to 
pass off within a few hours of the operation. Sometimes, 
however, a greater or less degree of permanent interference 
with the functions of the nerve results. 
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Myopathies; 

Peripteral palsies tte resiolt of afieotions of tte muscles 
fctemselves are almost peculiar to childhood, and may be 
conveniently spoken of as ‘ myopathies. Whether the 
disease of the muscle in these cases is truly primary, or, as 
most neurologists are now beginning to think, is really 
the result of an afEection of the nerve cells of the cord, is 
a recondite pathological question into which we need not 
enter. In any case, the paralyses of this group are far from 
common, even in childhood, and I only mention them here 
for the sake of completeness. 

Cases of myopathy may be roughly divided into two 
groups — (1) Those in which the aSected muscles, or some 
of them, are apparently enlarged and thickened ; (2) those 
in which marked muscular atrophy is present; 

1. Pseudo - hypertropliic paralysis is the 
classical example of the first group, and its peculiarities 
are so carefully dealt with in every text-book that I need 
not spend further time upon it. 

2. The atrophic cases are divided, often rather 
arbitrarily, into different groups, according to the muscles 
affected. Thus, one speaks of the ‘ facio-scapulo-humeral ’ 
type, of the ‘ peroneal type,’ and so on. In some of these 
cases the atrophy of the muscles and loss of power have 
been noted at or very soon after birth (infantile type), in 
others they have come on gradually at some period of 
childhood. The degree of atrophy varies, being in some cases 
extreme, and curious deformities of position may result, 
whilst the hands and feet sometimes look curiously long and 
thin (Fig. 37). The electrical reactions may be diminished 
quantitatively, but usually show no qualitative alteration 
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wMoB: marks tke condition ofE from anterior poliomyelitis 
and neuritis, whilst the absence of fibrillary contraction' 
distinguishes it from progressive muscnlar atrophy. little 
if anything, unfortunately, can be done to improve them, 
but they often exhibit but slight tendency to progress, 
and may survive in fair health for many years. 

Apparent paralysis, the result of congenital absence of 
muscles or bones, may be mentioned, but if you remember 
the fact of its existence, you are not likely to be deceived 
by it. 


Hysteeioal Paealyses.- 

It is always rather difficult to realize that hysteria may 
occur in children at all. Yet it is not very uncommon in 
later childhood, and may occur in boys quite as easily as in 
girls. Although hysterical manifestations in childhood 
may assume the same protean form as in adults, we are 
concerned with them here only in their paralytic form. 
You will meet with two forms — ^hysterical spaszn 
of muscles, and true hysterical paralysis. The 
former of these is really the result of an hysterical aSection 
of joints of sensory origin, but it may closely simulate 
spastic paralysis from a cerebral lesion. In Figs. 38 
and 39 two cbaractsristio cases are depicted. It is the 
very ‘ exaggeration ’ of the contraction in these cases which 
should put you on the true scent. Injuries to joints do not 
really lead to such extreme deformity. 

True hysterical paralysis is much more decep- 
tive. The following case illustrates the Hnd of difficulty 
one meets with- Some time ago a boy of twelve was sent 
up to this hospital from the country for an opinion. The 
history was that four months previously he had begun to 






HYSTERICAL SPASM OF LEFT LEC. HYS'J'KRICAL SPASM OF HANDS. 



Fig. 40. 

HYSTERICAL PARALYSIS IN RIGHT LEG, SHOWING HOW THE 
FOOT IS DRAGGED. 


HYSTERICAL PARALYSIS 


283 


safEer from prickling sensations in fclie fingers of the right 
hand, followed in three days by complete loss of power in 
the whole arm.- He was seen by a doctor, infantile para- 
lysis was diagnosed, and treatment by massage and fara- 
dism carried out, but without any improvement, and 
for several weeks he had been carrjting his arm in a 
sling. 

On ezamination he was found to be a healthy and 
intelligent-looking boy ; his pre-vious health had been good, 
and no cause was assigned for the onset of the paralysis.- 
The right arm was quite motionless, and exhibited a con- 
siderable degree of atrophy, especially in the small muscles 
of the hand. It was blue and cold, just as in a ease of 
infantile paralysis. On testing sensation, however, it was 
fotmd that there was complete insensibility to touch, pain, 
and temperature, and, further, the anmsthesia was of the 
sleeve type — i.e., it ceased abruptly at a circular line just 
below the shoidder. Hysteria was therefore diagnosed, 
and a strong faradic current applied with vigorous * sug- 
gestion.’ An emotional outburst followed, but power over 
the arm was instantly regained, and he went back to 
the country again next day perfectly well except for the 
atrophy from disuse. 

In this case it was the existence of the anaesthesia and 
its characteristic distribution that enabled one to make a 
correct diagnosis.- 

Treatment oe the Paealtses oe CHinDHoon-- 

I can promise you, I am afraid, but little satisfaction in 
your treatment of the paralyses which have been described 
in this lecture. For the most part, they depend upon 
organic lesions of the nervous system which it is quite 
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beyond your power to modify or remove, and at best yon 
can only bope in most cases to mitigate their effects: 

In the treatment of the spastic paralyses you will 
find a great ally in the orthopaedic surgeon, who can do 
much by instruments and supports of various sorts and by 
operation to increase the usefulness of the affected limbsj 
The detailed consideration of such procedures, however, 
would be quite beyond my province. For the fits which 
often ensue in these cases bromides and chloral may be 
given, and although I have seen it stated that bromides do 
no good in these cases of organic lesion of the brain, yet I 
can only say that I have occasionally seen great benefit from 
their continued use. Further, by diminishing the number 
and severity of the fits, one does something at least towards 
arresting the supervention of mental impairment, for there 
can be no doubt that frequent and severe fits seriously 
impair the intellectual functions. Should mental deficiency 
be already present, it must be treated on the lines which I 
shall lay down in a lecture on mental deficiency in general; 

For Pott’s paraplegia I have already said that 
the chief treatment is rest, along with such support by 
splints or otherwise as you are accustomed to see used 
in spinal caries. Iodide of potassium in large doses is also 
strongly recommended by some writers in these cases. It 
perhaps acts by aiding in the absorption of the inflammatory 
material which is compressing the cord. Attention to the 
bladder is always imperative. I have known serious cystitis 
set up by a neglect of this important matter. 

Fox infantile paralysis in its early stage you can 
do little, but later on, when the acute phase is over, 
something can be done to aid the restoration of the muscles 
by massage and electricity. The value of the latter, how- 
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ever, must not be overrated.- It can certainly do no good 
in tbe long-establisbed cases in wbich. tbe paralysis has 
existed for some months. It has also th.e disadvantage of 
being very apt to frighten tbe child. 

The nutrition of the afiected limb can be helped by warm 
covering and by douching -with salt and water, followed 
by vigorous friction with a rough towel. Any degree of 
voluntary movement is far more valuable than any amount 
of massage, and the child should therefore be encouraged 
to use the limb as much as possible. This can be done by 
putting a li-ttle collar of bells round the wrist or ankle, and 
getting him to ring them by moving the arm or leg ; the 
finer movements can be developed by teaching him to prick 
out patterns with a pin, or by any similar device which the 
intelligence of the mother can suggest. 

For the club-foot and other deformities which so com- 
monly result in infantile paralysis, you must again have 
recourse to surgical aid. 

For neuritis in its early stage rest and symptomatic 
treatment must be your rule. Later on, electricity, 
massage, and strychnine -will be of help. In the case of the 
special injury of nerves which causes Erh^g pa,lsy it 
has been recommended that if the lesion be recognised at 
birth the arm should be put up for a month in the same 
position as for fractured cla-vicle, in the hope that this may 
help the repair of the nerve-trunks. Later on it must be 
treated like any other neuritis. Some successful cases, in 
which the nerve-trunks were sutured in this form of para- 
lysis, have recently been recorded,*and perhaps this method 
of treatment may become more widely used in the future. 

* See Kennedy, Rrif, Med. Joum., February 7, 1903. 
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MENINGITIS 

Gentlemen, — ^M eningitis is a disease wLicli is compara- 
tively common in cnildliood — ^mucli commoner, certainly, 
tkan it is in tke adnlt, — ^bnt it is one wkick is peculiarly 
difS-Cult to describe in a lecture, and I feel far from confident 
of my ability to give you anything like a clear description 
of it. This is due to the great variability in the symptoms 
wbicb the disease presents — a variability which is to be 
ascribed to variations in the extent to vrliicli the meninges 
are involved in any given case, and to the variety of the 
agents which may excite the inflammation. I feel pretty 
confident that in the future, when our knowledge is more 
extensive and exact, we shall come to a bacteriological 
classification of the disease, though at present I have 
thought it advisable to abide by the recognised divisions; 
You must remember, however, that we already know that 
several different micro-organisms are capable of exciting 
inflammation of the membranes of the brain and cord; 
Chief of these are the DipZococctis ir\t,racellvlaTis meningitidis 
of Weichselhaum (shortly known as the meningococcus), 
the tubercle bacillus, the pneumococcus, and the pyogenic 
organisms, and any of these may be found present alone, 
or ^ mixed infections ’ may occur; 
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Gexeral Symptoms. 

Ko matter wliat its ezcitiag cause maj be, mflamniatioii 
of fcbe membranes of tbe brain and cord results in tlie 
production of a group of symptoms wMcll 8X6 
common to all forms of menin^tis, though 
one or more of these symptoms may dominate the picture 
in any given case of the disease. The symptoms may 
be roughly divided into two groups : (1) Those which 
result from irritation of the brain ; (2) those which are the 
consequence of increased intracranial pressure. 

1. Amongst the irritative symptoms the most 
prominent are mental irritability — ^manifested in its slighter 
degrees by mere peevishness, and in its more pronounced 
forms by signs of great irritabiii ty when roused — screa ming, 
heada che, convulsions, vomit ing, irregularity of the pulse and 
respiration, photophobia and contraction of the pupils, and 
sometimes optic neuritis. There is also apt to be an increase 
of the ‘ tone ’ of the muscles, showing itself by exaggeration 
of the reflexes, by muscular twitchings, by the presence of 
Kernig’s sign (see p. 15), and, in extreme cases, by opistho- 
tonos. 

2. Of the * pressure signs ’ the most important 
are lethargy and drowsiness culminating in coma, bulging 
of the fontanelle, slowing of the pulse and respiration, and 
dilatation of the pupfls. 

The special symptom kuown as ‘ b.ead relxactioXL ’ 
is often one of the most prominent features in meningitis, 
and it is difficult to know to which of the above groups to 
refer it. The photograph (Fig. 41) will give you a better 
idea of it than any verbal description. Head retraction is 
probably a device which enables more fluid to be acoom- 
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modated in the space between the medulla and cereheUuin 
(the ‘ posterior arachnoid cistern ’), and which prevents 
the inflam ed arachnoid from being irritated by movement 
of the under-surface of the cerebellum over the top of the 
medulla. It is most marked in cases of so-called simple 
basal meningitis. 

Diseases simulating Meningitis; 

Now, gentlemen, you may take it as a general rule in 
medicine that the more numerous the possible symptoms 
of any disease are the more difficult is it to diagnose that 
disease with certainty, for the greater is the chance of its 
being simulated by something else. To this rule meningitis 
is no exception, and you will often have great difficulty in 
being sure that you are dealing with it, particularly in its 
earlier stages. But forewarned is forearmed, and if you 
know what the traps are which you are most likely to fall 
into you will have a better chance of avoiding them. The 
diseases, then, for which meningitis is most apt to be 
mistaken are these : 

1. Typhoid Pever. — ^By one form of typhoid fever 
— ^that known as the cerebro-spinal variety — ^meningitis 
may be very closely simulated indeed. All the signs of 
cerebral irritation — mental irritability, head retraction, 
photophobia, and the rest — ^may be present in a marked 
degree, and yet the case may prove to be one of typhoid 
after all. Not long ago, indeed, a case occurred here in 
which the mistake was only discovered in the post-mortem 
room. Pay great attention to the state of the abdomen 
in these doubtful cases. In typhoid it is usually full and 
rather tender ; in meningitis it tends to be retracted and 
not tender; 
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2. PuBtUlXOllia, especially, I think, apex pneumonia 
may simtilate meningitis very closely, particularly if 
head retraction be present, as it sometimes is- Careful 
examination of the lungs may disclose the characteristic 
physical signs, but even these may be absent in the first 
few days. The pulse-rate may help you here. In pneu- 
monia it follows the temperature, whereas a combination of 
high fever with a comparatively slow pulse is much more 
suggestive of meningitis. 

3. AcnlfO CrdiStritiis may be accompanied by many 
meningitic symptoms, such as high temperature, vomiting, 
convulsions, and constipation. The tongue here, however, 
is usually thickly coated, and a dose or two of calomel 
will probably clear everything up. 

4. Middle-ear Disease has often been mistaken 
for meningitis. Indeed, in a doubtful case it is not a bad 
plan to puncture the membranes on chance. The simula- 
tion here is all the more puzzling, inasmuch as middle- 
ear disease may be followed by secondaary meningitis as one 
of its complications (see p. 292). 

5. AcU'te Folioeucepbalitis may produce a 
clinical picture which is the exact replica of that of menin- 
gitis. I saw such a case lately, in which it was impossible 
to be sure for some time what we were dealing with — 
vomiting, head retraction, optic neuritis, hypertonicity, 
all were present — but final recovery, with the exception of 
some spasticity of the legs, made it extremely probable that 
it had been an encephalitis all along. 

All of these conditions may exhibit more or less marked 
head retraction, but it is important to remember that this 
sign may be mimicked by more trivial affections. Quite 
recently, for example, a boy was admitted to Hanbury 
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Ward with so much rigidity of the neck that he was 
thought to be suffering from tuberculous meningitis follow- 
ing cervical caries. Yet it eventually proved to be a 
case of rlidumatisxn afiecting the cervical muscles or 
some of the vertebral joints. It is also said, although I 
have never seen an instance of it myself, that a mere 
on tlie lioad — apart from any actual injury — 
may produce temporary head retraction in young children; 

Should you find yourself puzzled in any of these ways, it 
IS well to remember that in lumljar piinctitire you have 
a diagnostic aid which may save the situation. This 
little operation is easily performed, and, if carried out 
under the observance of strict asepsis, is quite devoid of 
risk; An ansesthetio is not really necessary. Place the 
patient on his face, with a pillow under the abdomen so as 
to bend the spine a little, and open out the spaces between 
the laminse of the vertebrae. Trace the last rib on the right 
side back to the twelfth dorsal spine, and count down from 
this to the third lumbar. Place your left thumb on the 
third interspinous space, and enter a small trocar and 
cannula J inch to the right of it, and pass it inwards and 
slightly upwards for a depth of f to 1 inch, depending on 
the age of the patient and the thickness of his subcutaneous 
tissues. Withdraw the trocar, and cerebro-spinal fluid 
will usually exude in drops, or, if there is increased pressure, 
in a continuous stream. Some of this should be received 
into a sterilized test-tube. 

There is no risk of injuring the cord, for you are altogether 
below its level, but the appearance of a little blood need not 
alarm you; 

Normal cerebro-spinal fluid is perfectly clear, like distilled 
water; Turbidity indicates meningitis, though the opacity 
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may be so slight that it is only noticed \7lien the tube is 
s ha ken and held up to the light. Examination by cultures, 
or by merely making stained films of the deposit, may 
reveal the presence of the meningococcus which may be 
recognised in films lying inside the leucocytes, (Fig. 42), or 
of the pneumococcus, or of one or other of the pyogenic 
organisms, or even of the tubercle bacillus, although in 
tubercidous cases the fluid is often sterile, just as it is in 
cases of tuberculous pleurisy; 

VARIETIES OP MENINGITIS, 

I may now pass on to describe very briefly the different 
varieties of meningitis, adopting the following provisional 
classification : 

|Epidemio, 

I Sporadic. 

2. Tuberculous. 

3, ' Posterior basic (also known as * simple basal,’ and 
very probably only one form of sporadic cerebro-spinal 
meningitis). 

Acute MEuncsrGins. 

Acute meningitis may either occur as a primary disease 
or be secondary to some other condition. 

If it is primary it may either arise in epidemics — 
especially in the summer months — or may occur sporadically 
in isolated cases. In either case the symptoms are the 
same — ^the child is seized with high temperature, vomiting 
and headache, severe convulsions, and often opisthotonos 
supervene, and death usually results within a few hours or 
days. The organism responsible for the production of these 
cases is almost certainly the meningococcus, although it is 
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not quite certain ttat the pneumococcus may not be the 
cause in some cases. 

Secondary meningitis comes on in the course of some 
other — and often acute — disease, which may to a large 
extent mask its symptoms. It is therefore often di£S.cult 
to recognise, and may, indeed, be only detected after 
death. I remember, for instance, having a child under my 
care for whooping-cough which suddenly developed a left- 
sided hemiplegia. Everyone who saw the case supposed, 
naturally enough, as there were no other marked symptoms, 
that a bloodvessel had given way in the brain during a 
parosysm of coughing. Yet examination after death 
showed that we were wrong. There was no hsemorrhage, 
but the paralysis was due to an extensive exudation of semi- 
purulent lymph on the surface of one side of the cortex. 

I have known the same sort of thing happen quite often 
in the course of a pneumonia, and it may occur also in 
measles or in any of the acute specifics. Not infrequently, 
too, meningitis is set up by suppuration in the naiddle ear: 

In all these cases the onset of the meningeal infiammation 
may be very difficult to recognise, though it is perhaps 
oftener ushered in by convulsions than by any other sign. 
Its recognition is fortunately not of importance from the 
point of view of treatment, for you can do nothing for it ; 
but it materially affects the prognosis, for secondary 
meningitis is probably always fatal, and usually within a 
very few days. 


Tuberculous MENmams; 

The mistake you are most likely to make in regard to 
tuberculous meningitis is in diagnosing it too often. One 
thing I would specially desire to impress upon you in this 
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cozmection is that tuberculous meningkis is veru ra re injhe 
Jirst year of life., u rdess as the terminal •process m a general 
tub&roulosi s. It is in the second and third years of life 
that apparently primary tuberculous meningitis, just like 
tuberculosis in general, reaches its mazimum degree of 
frequency.- 

I shall not attempt to dra-v7 for you a clinical picture 
of this disease, for the reason that it -would be of no real 
help to you if I did. At best I could only give you a sort 
of composite pho-tograph, which would be very unlikely 
to correspond at aU closely -with any given case you 
might afterwards meet -with. Tuberculous meningitis is 
essentially one of those diseases which can only be studied 
at the bedside, and by the careful observation of many 
cases. You will then be able to form for yourselves some 
idea of the extraordinary variability of the course of this 
affection, and of the extent to which the symptoms may 
depart from the classical type in one or other direction. 
This classical type was laid down by Whytt nearly 
one hundred and fifty years ago. He divided it into three 
stages — A yro dromal stage, marked merely by peevish- 
ness, hritability of temper, and ^tfulness, along, perhaps, 
•with jlight elevation of temperature, loss of appetite, eon - 
^ipation, and, if the child is old enough to complain of it, 
headache. This stage passes after a varying number of 
days — or even, in very insidious cases, after two or three 
weeks — ^into the second s-tage, characterized chiefly by 
slowness and irregularity of pulse (the typical ‘ cerebral 
puke ’), the other symptoms meanwhile becoming more 
pronoimced. After a short duration, this is succeeded by 
the third stage , in which the pulse becomes very rapid, the 
tem perature continues to rise, andpoma supervenes. 
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These three stages may often be roughly traced in cases 
of tuberculous meningitis, but not infrequently one or 
more of them may be omitted, or be so transitory as to 
be overlooked. The individual symptom of the disease will 
be considered immediately, when I come to describe its 
diSerential diagnosis from posterior basic meningitis. 


PosTEMOB Basic Meninoitis: 

Posterior basic meningitis is so called because on ex- 
amination after death the inflammatory exudation is foimd 
to be most marked over the posterior part of the base of the 
brain. The term, it must be confessed, however, is an 
unfortunate one, for the inflammation is not really confined 
to that part of the meninges, as the name might lead you 
to suppose, but for purely mechanical reasons that happens 
to be the spot where it is most easy for the inflammatory 
exudate — which is rather abundant in this form — to accu- 
mulate. Prom a strictly pathological point of view it 
would probably be better to speak of it simply as a* form 
of Sporadic cerebro-spinal meningitis, for there 
is every reason to suppose that the exciting cause of the 
inflammation is the same in both cases — ^viz., the meningo- 
coccus. Still, the term has received general recognition by 
clinicians, and it is as well for us to continue to use it for 
the present. 

Posterior basic meningitis, unlike the tuberculous form, 
is most common in the first year of life, though it may occur 
at any age. This fact is so important that I wish to impress 
it upon you as an aid in diagnosis. It is another examplft 
of the value of what I am in the habit of speaking of as 
reasonable ptobdbUlty in diagnosis, which means that in a 




Fig. 41. 

HEAD RETRACTION IN SIMPLE BASAL MENINGITIS, SHOWING 
“ GUN-HAMMER POSITION/' 

Kote also the staring e3^es. 



Fig, 42. 

PHOTOMICROGRAPH, SHOWING THE MENINGOCOCCUS 
EMBEDDED IN LEUCOCYTES, 

From lumbar puncture in a case of simple meningitis. 
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doubtful case you should lean to that disease which is most 
commonly met with at that age. Given, then, a case of 
primary meningitis in a young infant, the probability is in 
favour of its being of the ‘ posterior basic ’ variety. 

Of the general symptoms common to all forms of 
meningeal inflammation already detailed, some tend to 
exhibit in this variety a peculiar prominence. Chief of 
.these, undoubtedly, is head retraction, which exhibits 
■in posterior basic meningitis a degree of development not 
met with in any other form. The child depicted in Fig. 41 
'shows this in a marked, but by no means unusual, degree, 
and you will recognise from the photograph the appro- 
priateness of the description given to the attitude by French 
writers — viz., ‘ the gun-hammer position.’ In severe cases 
in which opistliotonos is present as well, the retraction 
may be so extreme that the occiput almost touches the 
heels. 

Along with head retraction, and usually proportional to 
it, there is “bulging Of t ile anterior fon'^neUe, 
■^^ic^ fprrns. one of our^est gauges of the increase of intra- 
cranial pressure. "^Tienever the intracranial pressure is 
high, womiting is apt to set in, and it may continue with 
intermissions for weeks. At the same time, great emaciatioii 
is prone to occur, which is not, however, so far as one can 
see, the consequence of the vomiting, but is rather an essen- 
tial symptom of the disease. Failure to lose weight, there- 
fore, is always a sign that the malady is taking a favourable 
course. 

The other signs and symptoms of this form of meningitis 
you will gather from the following table, in which they are 
contrasted with the corresponding features of the tuber- 
culous form ; 
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DlBTBEENTIAIi DiAGDTOSIS OB POSTERIOE BaSIC AND 
Tuberculous Meningitis. 


Posterior Basic, 

Common in the first year, 

Temperatnre may be high at first, 
but falls later. 

Head retraction early, and marked. 

■Wasting usually a prominent 
feature. 

Constipation usually absent. 

jEMlse and respiration not much 
affected. 

Eyes staring and lids retracted. 

No marked fundal changes. 

Oerebro-spinal fluid shorn the 
meningococcus. 


TuherciUous, 

Rare in the first year. 

Temperature rises as disease pro* 
grasses. 

Usually much less prominent. 

Not marked unless in consequence 
of general tuberculosis. 

Usually pronounced constipation. 

Usually exhibit marked alterations, 
varying with the stage of the 
disease. 

Tendency to photophobia and 
spasm of the lids. 

Optic neuritis frequent. 

Cultures sterile, or show the 
tubercle bacillus. 


The pro^osis of posterior 'basic meningitis 

is also very dijSEerent from that of the fcuberoTilotis form, 
for whereas the latter may be regarded as almost inevitably 
fatal, the former is recovered from in about half the cases; 
Unfortunately, however, recovery is by no means always 
complete. There is apt to be left behind as the permanent 
legacy of the disease a greater or less degree of cbronlc 
b.ydrocepb.al'as, with more or less spasticity of the 
limbs. Many oases of hydrocephalus coming on in infancy, 
the cause of which cannot be traced, have probably arisen 
in this way. Permanent mental impairment of 
greater or less degree may also result, and the special 
senses he damaged. A peculiar blindness, without 
visible changes in the fundus, often lasts for quite a long 
time after the other symptoms have subsided, though I 
have rarely known a case in which it was permanent. On 
the other hand, lasting deafness may, I believe, occur. 

Unfortunately, we know of no specific treatment for 
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posterior basic meningitis, but you must not on tbat account 
conclude tbat you can do nothing for such cases. As the 
disease may be very protracted, careful uniting. js, of., the 
first_inxpQrtance. If vomiting and inability .to suck or 
swallow are persistent, j.asal feeding must be carried out. 
Hot long ago I bad a case in one of tbe wards bere in wbicb 
tbe cbild bad to be fed by tbe nose-tube for four months^ 
but wbicb finally made a perfect recovery — result tbe 
credit for wbicb rests mainly with tbe nursing-stafi. 

I am convinced, too, tbat repeaited. Itutnbair 
ptmctt ire is a tberapeutic measure of great value in 
some of ^tbese cases, and I never hesitate to employ it 
wherever bead retraction, bulging of tbe fontanelle, and 
repeated vomiting are prominent features. Tbe relief to 
tbe intracranial pressure wbicb tbe abstraction of one or 
two ounces of fluid produces in such cases is often very 
marked, and lasts as a rule for three or four days, when 
tbe operation can be repeated if need be. 

From drug's I do not think you are likely to get any 
help, except in tbe treatment of special symptoms, but it is 
only right to say tbat some authorities believe in tbe free 
use of iodide of potash and mercury on tbe off-chance tbat 
congenital syphilis may be playing a part in tbe process. 
Tbe later bacteriological studies of tbe disease, however, 
are rendering this chance always more remote. 



LECTURE XIX 

ON MENTAL DEFICIENCY IN CHILDHOOD 

Gentlesie^t, — O ur subject in tbis lecture is tbe mental 
deficiencies of children. This is a subject which deserves 
your very closest attention, because you will find when you 
go into practice that mental deficiency is not uncommon in 
children, and you will frequently be consulted about it. 
Moreover, it is a subject in regard to which if you make a 
mistake you are likely to get into discredit. The frequency 
of mental deficiency in children you will realize when I tell 
you that about 1 per cent, of all the children of school age 
are the subjects of it. But before I go further into this 
matter I want to define for you the i^se of terms in 
regard to mental deficiency. You will find, for instance, 
such words as idiocy, imbecility, feeble-mindedness, and 
backwardness all used wnth regard to children whose mental 
development is defective. At the present day the use of 
the first three of these terms has been practically discon- 
tinued, and the expression ^ mental deficiency ’ is used in 
place of them. Bat if you are going to adhere still to the 
txse of the term ^ idiocy/ one would reserve it for the lowest 
grade of case — that is to say, those in which the mental im- 
pairment is of the extremest fomi- Above those, somewhat 
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better in tbeir mental development, will come imbeciles, 
and bigber stUl, nearer to tbe normal obildren, will come 
those wbo can be called tbe feeble-minded. Backwardness 
is a thing to be sharply distinguished from mental de- 
ficiency, and therefore we shall stiU retain that term, and I 
shall define what is meant by it later on. 

Coming closer to our subject, it will be convenient to 
look, first, at the general diagnosis of mental deficiency ; 
secondly, at the clinical classification of cases of this afiec- 
tion ; thirdly, at the etiology so far as we know it ; fourthly, 
at the prognosis ; and, fiithly, at its treatment. I shall 
begin with the diagnosis. 

DIAGNOSIS OP MENTAL DEFICIENCY. 

When yon wish to diagnose a mental condition, even in 
an adult person, it is well to put to yourself three questions : 
What does the patient say ? What does he do 1 What does 
he look like ? In diagnosing mental deficiency in children, 
you will find that these three modes of attacking the 
problem will be of great service to you. 

Bixst, then, what does the patient say ? Speech, of 
course, is the great mode of intellectual expression; it is 
one of the things by which you can judge best of a man’s 
intellectual development. In the case of children who are 
mentally deficient, you will find often that it is not so much 
what the patient says as what he does not say which is 
helpful to you, and which will arouse your suspicion. You 
will remember that by the age of three a child ought to have 
learnt to talk fairly well ; and if a child is brought to you 
at that age who is still unable to tall;, you may con- 
clude either that you are dealing with a condition of mental 
deficiency, or that the patient is deaf. There is a third 



300 


LECTURES ON DISEASES OF CHILDREN 


possibility, but so uncommon as to be scarcely worth con- 
sidering — namely, that the child may be the subject of 
what is called ‘ congenital aphasia.’ But that is very rare; 
So practically a child of three years of age who cannot talk 
is either deaf or mentally defective. As regards what one 
may call gucdi^ive alterations of speech, I would only point 
out that you must not conclude that such peculiarities are 
necessarily signs of mental deficiency. Take such a thing 
as stamm&ritig. That is by no means an indication of 
mental weakness ; indeed, stammerers are often above the 
average of intellectual development. There is another 
condition, termed idioglossia, in which the child talks in a 
sort of gibberish of his own, which is entirely unintelligible 
to other people ; and that also, although you may think it 
is an indication of mental deficiency, is not so. These 
children are often otherwise intellectually sound. On the 
other hand, the condition of speech called lolling is certainly 
suspicious of mental deficiency, and another peculiarity 
certainly exhibited by some defective children is re'petition ; 
they have a habit of repeating after you the question which 
you ask them or the things which you say. 

Next, let us consider what the child does which arouses 
your suspicions. I would point out that one great sign of 
mental deficiency is an inability tO perform at the 
proper times complicated co-ordinated movements. 
The child will therefore be late in passing many of those 
‘ milestones of development ’ of which I spoke in one 
of the early lectures. He will be late in holding up his 
head ; instead of being able to co-ordinate the muscles 
which hold the head on the trunk by the third month, he 
may not be able to do so until he is a year old, or possibly 
more. He will be late also in sitting up ; instead of being 
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able to sit up at tbe end of the sixth or the ninth month, it 
vrill perhaps not be until the eighteenth month that he can 
do so. The child will also be backward in walking, and, as 
we have just seen, in performing those co-ordinated move- 
ments which give rise to speech. Further, mentaUj de- 
ficient children are apt to fail in the power of grasping things ; 
they are wanting in the power of acquisitiveness, as it has 
been said, for grasping involves complicated co-ordinated 
movements by the muscles of the arms, and so you are not 
surprised to find that it is a function which is aoq^uired 
imusually late by children whose cerebral development is 
defective. There will also be a lack of co-ordination in the 
muscles which move the eyeball and which enable the child 
to look fixedly at any object. Hence the gaze is vacant. 

Amongst positive motor signs which wiU arouse your 
suspicion is the performance of rhythmic movements. 
These are a common indication of mental deficiency. For 
instance, there are swaying movements of the body, 
jerking of the shoulders, or grimacing movements. Such 
movements as those, constantly repeated, should arouse 
your suspicion with regard to the mental condition of your 
patient. There may also be certain tricks of movement 
which are suspicious. I refer to such things as hand- 
sucMng and the making of meaningless gestures. Great 
restlessness is also a common sign. This often goes with 
sleeplessness at night, and that again with apparently 
causeless screaming or crying. 

We now come to what the patient loohs like. The 
facies or facial expression of the child is, after all, perhaps 
the most valuable index which you have of the mental state; 
I told you that the fane in children is a mirror of the mind 
in a way that it is not in grown-up people, and there is no 
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class of case in whicli tliafc is of greater service to you than 
in the mentally defective. So much is this the case that 
many forms of mental deficiency in children have an abso- 
lutely characteristic facies, so that you can say at once 
‘ This child is mentally deficient, and belongs to such and 
such a class.’ We shall see immediately when we speak of 
classification that one makes large use of this in the sub- 
division of oases of mental deficiency into difierent clinical 
groups. But, apart from those which have a character- 
istic facies, you will find in almost all mentally deficient 
children somMhing in the expression which will arouse your 
suspicion. There is a vacant look, or perhaps grimacing, 
or an inability bo recognise the mother or the nurse; All 
these things should put you on your guard. You will also 
find that the size and shape of the skuH is often of great 
service to you in enabling you to arrive at a diagnosis, 
because, just as in facial expression, so with regard to 
the skuU, there are abnormalities which are absolutely char- 
acteristic. Then you will find, in looking more carefully 
at such children, that you are apt to get what are spoken of 
as the pliysical stigmata of intellectual defect, which 
have been described by Dr. Warner under what he terms 
‘ the law of coincident development.’ This simply means 
that if one part of the body is defectively developed, other 
parts are apt to sufier also. If, for instance, the child 
has a badly-developed brain,- he is more likely than 
other children to have congenital lesions of the heart, or 
supernumerary digits. Amongst the physical stigmata of 
mental deficiency are what are termed marked epioanthio 
folds — that is to say, folds of skin which come down from 
the upper eyelid to the lower, and cover over the caruncle.' 
A high-arched or Gothic palate is another common physical 
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stigma, and it frequently goes witH narrowness of the 
naso-pharynx and bad development of the jaws, and there- 
fore also of the teeth. Then you will find adherent lobes 
of the ears more commonly in mentally deficient children 
than in others, the lobe being tacked on to the skin of the 
cheek instead of being free. You fiind, too, not imcom- 
monly, harelip, cleft-palate, and opacities of the media of 
the eyes. In a doubtful case you will look for such physical 
stigmata, and the finding of them will be an additional point 
in favour of the view that the child is mentally defective. 

CLASSIFICATION OP CASES. 

We next come to the second division of the subject — 
namely, the clinical dassificalion of cases of mental de- 
ficiency in children. One would prefer to use a pathological 
classification if that were possible, but at present it is notj 
The pathology of many cases of mental deficiency is still 
quite obscure, and you will find it, as a practical matter, 
more convenient to group the cases according to the chief 
clinical symptoms and features which they exhibit. We 
shall begin with those cases which present a marked facies. 

1. The first group of those are the cretins. It is ex- 
tremely important that you should be able to recognise 
cretins, because they form that group of mentally defective 
infants which are the most amenable to treatment ; and it 
will depend upon your being able to make the diagnosis 
within the first few weelcs whether the child will grow up 
mentally sound or whether it will be considerably defec- 
tive. The recognition of a baby cretin is not always easy, 
and the classical pictures of cretins which you see in books 
are usually taken, unfortunately, from children several 
years old, by which time, of course, anyone can make the 
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diagnosis ; but if you recognise tliem only tben, you recog- 
nise tliem too late to do an 3 rtbing of service for tbem. In 
ord.ei to do a cretin real good, you bave to catch, him 
early, and if you do so, and treat him properly, he will grow 
up into a child who is practically indistinguishable from 
a healthy and normally developed one. 

What, then, are the features by which you will recognise 
cretinism in its early stages ? Before I reply to this I 
would say that cretins are not so common as is supposed. 
There is too great a tendency to label almost every mentally 
defective child a cretin. I would impress upon you the fact 
that cretinism is a rare condition. Out of eighty-eight 
mentally deficient children of which I have notes, only 
6 per cent, were examples of cretinism ; whereas Mongolism, 
which it is very apt to be mistaken for, occurs with much 
greater frequency, amounting to about 28 per cent, of my 
cases. 

With regard to the cretin, then, the complexion is parch- 
ment-like in tint, the hair dry and scanty, and the skin re- 
dundant, so that there is a puckering of the forehead and 
puffiness below the eyes. There is often a squint, but by 
no means invariably. There is rarely, if ever, nystagmus. 
When you look at the shape of the head you find it tends to 
be long : it is dolichocephalic. On examining the trunk 
you wiU find that the skin is dry and rough. There is fre- 
quently an umbilical hernia ; the hands are short and 
broad, and the finger-tips square. In manner cretins are 
dull and lethargic, and a feature which you will recognise 
in them from earliest life is that they suffer extremely from 
constipation. I have said nothing of the supraclavicular 
pads of which you will read in books, and for this reason : 
that supraclavicular pads are not developed, so far as 1 
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SEVERE CASE OR' llVDROCErilAl.US, SHOWING CIIARACTEKISTU 
SHAPE OF HEAD AND DEPRESSION OF EVES. 
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have seen, until a cretin is at least a few years old ; they 
are not seen in the earliest stage, and, although it is per- 
fectly true that you get them afterwards, yet by that time 
it is too late for them to be of use in diagnosis. I should, 
perhaps, have mentioned as a characteristic feature the 
tendency to protrusion of the tongue. The tongue is large, 
broad, and thick, and it is apt to be kept protruded. All 
those characteristics taken together make up a picture 
which, if you have once seen it, you are not likely to miss 
again. 

2. Now I pass to consider Uoilgfols. The term ‘ Mon- 
golism ’ was first applied to this group of cases by Dr. Lang- 
don Down, who was a physician at this hospital, from their 
resemblance to members of the Mongolian races — the 
Chinese and Japanese — in face, and particularly because 
they have the oval, tilted eyes which are characteristic of 
these nations. When you come to compare their charac- 
teristics with those of the cretins, with which they are apt to 
be confused, you will find that the sldn of the Mongol is 
smooth and white, not parchment-like in tint, and that 
they have a good complexion. They have no puckering of 
the eyebrows and no puffiness of the eyes, the hair is fine 
and abundant instead of being dry and scanty, and they 
almost always have a squint, and usually nystagmus as 
well. The head, instead of being dohchocephalic, is 
brachycephalic, and the occiput is almost in a direct line 
with the neck ; whereas the cretin has a head projecting 
back beyond the neck. The finger-tips are rounded, and 
they have a curious incurving of the little finger. More- 
over, instead of being dull and lethargic, they are bright 
and Hvely in manner. So you see they contrast in every 
respect with the cretins, and if you have seen a good exa'xnple 
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of eaoli of them you need never mistake one for the other. Of 
the physical stigmata which I spoke of, marked epicanthic 
folds are a striking feature of Mongolism, and so is con- 
genital defect of the heart. Mongols tend to suffer with 
great frequency from defects of the septum and other lesions 
of a similar sort. Out of eighteen cases of which I have 
notes, five had marked congenital heart disease. 

3. I now pass to the third group — ^namely, cases of 
xnlcroceplialy. Those cases, as the name implies, 
are distinguished by smallness of the head. The normal 
head measures 13 inches in circumference at birth, 17 
inches at nine months old, 18 inches at one year, and 
20 inches at five years ; and heads which come below these 
dimennoDs may he described as cases of microcephaly. 
But I want to point out to you that the characteiistio of 
microcephaly is not merely deficiency in the circumference 
of the head, but an alteration in shape. I shall show you 
photographs presently indicating that the characteristic 
point about a miorocephalic head is that the deficiency 
afieots chiefly the frontal region and the vault. The base of 
the skuU is apparently as well developed as in health. So 
a constricted frontal region with a small circumference are 
the characteristic points. The size of the head may be 
extremely small. The smallest I have seen was in a child 
three years old, in whom the total circumference was 
13| inches — that is to say, only f inch more than it should 
be at birth. One sees them of all measurements, vfl.ry ir>gr 
from what I have told you to nearly the normal size. 
Otherwise the child is usually well developed in face and 
body, but has a dull demeanour, and tends to be apathetic 
in manner. 

Cjises of the microcephalic type are not at all uncommon. 
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They made up 25 per cent, of my own oases ; and from 
what I have seen here and at Grreat Ormond Street Chil- 
dren’s Hospital I think the condition tends to occur with 
unusual frequency in children of Jewish parents. That is 
quite the reverse of Mongolism, from which condition the 
Jewish race seems to have an immunity rather than other- 
wise. 

4. Opposed to microcephaly is bydrocephaly, in which 
the head is unusually large. I have said so much about the 
diagnosis of the hydrocephalic head and the means of 
telling it from rickets that I shall not go over that again 
(p. 163). Hydrocephaly is not, however, a common cause 
of mental deficiency, and it is extraordinary how large the 
head may be and yet the mental power be very well re- 
tained. The child shown in this photograph had a head 
26 inches in circumference, and yet conversed quite in- 
telligently. Such children are apt to be backward in 
their movements, because the large head upsets their 
balance and makes it difficult for them to walk ; but 
the mental power is retained in a surprising degree, even 
though you know that the cortex of the brain must be 
flattened out almost like a sheet of note-paper. 

5. We come next to the paralytic group, in which 
there exists some degree of paralysis in addition to the 
mental deficiency. Those oases belong to that group of 
infantile cerebral palsies of which I spoke in another lecture. 
The children who are most apt to suffer from mental de- 
ficiency with paralysis are those in whom there has been a 
lesion of the brain in intra-uterine life or at birth, and I 
think it is more common in those who have paraplegia 
than in those who have hemiplegia. You are apt to arrive 
at an exaggerated estimate of the mental defect in these 
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oliildren, because, owing to paralysis of muscles, they have 
a difficulty in gettirg about and living an active life like 
other children, and accordingly their education suffers, 
and to this, no doubt, part of their intellectual dulness is 
to be attributed. 

6. There are two groups of oases of mental deficiency 
which are associated with fits, the eclamptic and the epileptio 
group. The distinction between these is that eclamptic 
imbecility includes those cases in which a fit has been 
the starting-point of the mental defect. The child lives 
for the first two or three years of his life quite normally, 
and his mental development goes on in the ordinary way ; 
and then he has a severe convulsion which appears to 
damage the brain, and from that time the mental develop- 
ment suffers, although there is no repetition of the fit. In 
the epileptic gfroup the case may start with a fit, 
but the characteristic feature is that the fits recur ; the 
child goes on having fits, and it is in consequence of the 
continual fits that the mental state suffers. You may 
take it that if epileptio fits are frequent in a child below 
seven years of age, that child is almost certain to have as a 
consequence mental deficiency. There is nothing which 
apparently upsets the equilibrium of the brain more than 
the repeated occurrence of fits. 

7. The next group is idiocy by deprivation. By 
that one means those cases which are mentally deficient 
because the “ avenues of knowledge ” are blocked. The 
classical example is that of Laura Bridgman, of whom you 
may have heard. She was blind and deaf, and all her 
senses were gone, and as long as she was in that condition 
she was practically idiotic. Very many children suffer in 
their mental development because of this blocking of the 
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avenues of inioxmation, because their hearing or their 
sight is bad. And whenever jou are brought face to face 
with mental deficiency you have to ask yourself, May not 
this be produced by the fact that the child has a diflS.culty 
in acquiring information owing to the fact that he cannot 
hear properly or see distinctly ? The commonest causes are 
middle-ear disease, frequently the result of adenoids ; and 
errors of refraction, particularly hypermetropia and astig- 
matism. As a consequence of these defects the child fails to 
benefit like other children from instruction at school, and so 
falls behindhand, and in extreme cases may be regarded as a 
case of mental deficiency. But many of these cases belong 
to the group of mere backwardness. And that brings me 
to ask what is to be your distinction between mere back- 
wardness and true mental deficiency. You will find it 
convenient to remember in this connection the dictum of 
Charles West, that a mentally deficient ohiZd wotdd he abnormcd 
for any age, whereas a hachward child is merely cdmorrnal for 
its ovm age. For example, a backward child of six may 
be at a mental stage which would be normal for a child of 
four. But a child who is mentally deficient you cannot 
regard as normal for any age. You will find that useful 
as a practical distinction. 

8. I now come to the next group, which is one of 
considerable rarity — namely, primary amaarotlc 
mental deficiency. This is a group of cases which 
ought to be familiar to you here, because it was first 
described by Mr. Waren Tay, I think in the year 1871. 
It is a group which is marked by certain very definite 
features. First, the cases tend to occur in families, 
several members of a family being likely to sufier. 
Secondly, in the vast majority of cases the children are 
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of Jevrish parentage. Thirdly, they are characterized by 
the fact that the children are normal at birth and for 
some time afterwards ; that then loss of vision sets ia, 
associated with characteristic changes in the fondua of 
the eye and with paralysis, which leads by about the 
second year of life to death. Such oases are very far from 
being common. It is well, however, for you to have 
them before your minds, particularly in this part of 
London, where we see so many Jewish patients. 

9. Lastly, I come to a great gxoup which you can refer 
to none of these previous divisions, and which may be 
described as nnolassifLable cases, or, if you prefer 
a more scientific term, cases of simpZe ‘primary amentia. 
They make up the majority you meet with ; they were 
34 per cent, of all the oases I have seen. You may call 
them, if you like, congenital idiocy, but I do not think that 
helps you much. They are characterized by mental de- 
ficiency, associated, perhaps, with some ‘ physical stigmata,’ 
and you can only diagnose them by giving heed to the 
general rules I have laid down — ^to the speech, general 
appearance, and behaviour of the patient — and if you 
attend to these points you are not likely to overlook the 
mental defect. 

CAUSES OF MBNTAIi DBPIOIBNOT. 

I now pass to consider rapidly the question of the etiology 
of mental deficiency in children. With regard to a few of 
these groups there is a definite causation. Cretinism, for 
example, is due to congenital absence of the thyroid gland, 
but you cannot say of many that there is such a definite 
cai^ation as that. In the paralytic group, too, you have 
a airly definite cause — ^namely, damage to the brain of 
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some sort, occmring during the act of birth or dxudng intra- 
uterine life. In the group of deprivation cases you have a 
definite pathology in the absence or defect of certain organs 
of sense. In hydrocephaly you have often a history of 
antecedent basal meningitis. But in regard to many of 
the cases you can find no definite cause at all. Tou will 
find that certain factors are commonly believed, especially 
by lay people, to play a part in the production of mental 
deficiency. You wiU hear it said that these children are 
often the ofispring of intemperate peirents ; or that there 
is insanity, or syphilis, or tuberculosis in the family ; or 
that the parents have been related to one another before 
marriage. As far as I have been able to make out, you can- 
not say definitely that these factors have any very great 
influence. Out of seventy-five cases I only found one in 
which consanguinity was present, and in that case the 
parents were first cousins. And I cannot find that the 
parents of mentally defective children are addicted to in- 
temperance more than others ; whilst the co-ezdstence of 
congenital syphilis is quite exceptional. 

A cause which might be more likely to produce mental 
deficiency is bad health in the mother during her preg- 
nancy. There have been experiments on chicks which 
show that if an egg is incubated at a higher temperature 
than usual the chick which restilts is apt to be abnormal 
and defective in development ; and you might suppose 
that, if a mother has an attack of fever during her preg- 
nancy, so that the incubation of the foetus proceeds at a 
temperature two or three degrees above the normal, mental 
defects, amongst others, might result. And I do not say 
that that does not sometimes happen. You will frequently 
get a history of bad health during the pregnancy, "^r a 
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history of worry ; but you must remember that such occur- 
rences are also extremely common in pregnancies which 
produce normal children, and you must always allow for 
a tendency on the part of the mother to assign some cause 
for the mental defect in her child. I do not tbiuTr it has 
been clearly proved that any of these things is a constant 
factor. 

I want to speak more definitely with regard to two of the 
above groups — ^namely, microcephaly and Mongolism. The 
pathology of microcephaly seems to be an arrest in the de- 
velopment of the brain as a whole. It is not due, as has 
been sometimes said, to a premature closure of the cranial 
sutures. You know that a method of treatment was based 
upon that assumption — ^namely, craniotomy — artificial 
openings being made in the skuU, under the impression that 
the brain ceased to develop because the sutures closed too 
soon. As a matter of fact, the reverse seems to be the case ; 
the skull closes soon because the brain is not properly 
developed, so that the operation was foredoomed to 
failuxe. 

With regard to Mongolism, I think you can trace a fairly 
definite cause. You will find that Mongols tend to be the 
last children of large families. It is a condition which re- 
sults when the reproductive powers are exhausted, especi- 
ally in the mother. Out of fifteen of my cases of Mongolism 
the mother was forty years old or upwards in a-n/j 

in another three the mothers were between the ages of 
thirty-eight and forty. Dr. StiU, of Great Ormond Street 
Hospital, reports eighteen consecutive cases, out of which 
ten were the last children of a large family, and in the others 
the child was the last but one. Why exhaustion of the 
repfoductive power should result in Mongolism I do not 
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know, but there seems to be an arrest at some stage, bejond 
which it is impossible to carry the development; 

PBOGNOSIS. 

With regard to the prognosis in mental deficiency, you 
have to consider it, first, in relation to the life of the 
child, and, secondly, in relation to its mental progress. 
As regards life, you will find that mentally defective chil- 
dxen tend to be physically weak and wanting in resisting 
power. It is, perhaps, fortunate that that is so, because 
the majority of them never reach the age of puberty. If 
they have an illness they take it badly, and are apt to go 
down before it. This feebleness is perhaps more marked 
in Mongols and cretins than it is in others, and the members 
of this group are particularly liable to be carried ofi by 
tuberculosis. You have also to remember in giving your 
forecast that many of them wiU be apt to suffer from fits, 
particularly in the paralytic cases. Of course, those which 
are epileptic already will always have fits as one of their 
prominent symptoms. With regard .to mental development, 
there is nothing more difficult than to speak confidently 
about the future, and I advise you to be always very 
cautious. You may say of cretins that if thyroid gland is 
administered from the first weeks of life they wDl grow up 
to be almost normal individuals. You can say with regard 
to Mongols that in the highest grade they will be fit for 
physical work, but they will never be able to do much 
brain work of any sort, and will always lack initiative. The 
prognosis of microcephaly will depend on the size of the 
skull ; the smaller the skull the more hopelessly idiotic the 
child will be, and it is only in those children in whqm the 
skull is near the normal size that you will have any ap^reci- 
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able mental power at all.- With regard to the epileptic 
oases, yon may assert that they tend to get worse rather 
than better as they go on : each successive fit leaves the 
brain in a more damaged condition than it was in before. 
But the great difficulty in the matter of prognosis is in regard 
to those unclassifiable cases which make up the last group. 
It will be well to remember, as has been pointed out by 
many observers, that the more healthy and natural-looking 
the child is, the worse is the prognosis as regards mental 
development. Those cases which look best in physical 
development often give the worst outlook with regard to 
mental improvement. As Dr. Langdon Down has said, 
the prognosis is hopeful, contrary to what is often thought, 
‘ inversely as the child is comely, fair to look upon, and 
winsome.’ 

TEEATMENT OP MENTAL DEPIOIENOY. 

The treatTnetU I can dismiss in a few words, because, I 
am sorry to say, for many of them you can do but little. I 
urge you always to remember, however, that there is a 
physical side to mental deficiency, and although you can 
do nothing for the mental development of these children, you 
can do much for their physical state ; you can remove 
obstacles out of the way of the feeble brain. ITou can 
remove adenoids, which make it difficult for them to hear. 
You can order them spectacles, and make it easy for them to 
see. You can divide tendons if they are paralyzed, and 
make it easier for them to use their limbs. If the child is 
rickety, you can treat the rickets. By removing these 
difficulties you can, especially where there is only slight 
mental deficiency, make all the difference to the child, and 
put lAm upon a very much higher plane than before. 
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With regard to mental improvement, all you can hope to 
do is by careful and persistent training. Your chief duty here 
will be to encourage the mother to persevere, to point out 
to her that improvement must necessarily be very gradual, 
but that aU depends upon her own efforts- The child must 
be encouraged to take notice of his surroundings, and to do 
little things for himself as far as possible, whilst, on the 
other hand, all bad habits must be steadily discouraged. 
Patience, especially the affectionate patience of a mother, 
can often work wonders in these cases. In recent years 
much progress has been made in the training of mentally 
defective children, and their lot has never been so favour- 
able as now. Under the Elementary Education Act of 
1899, special classes have been instituted under the School 
Board in London for the training of defective children ; 
and much has been done by the Kindergarten methods in 
teaching these children to use their muscles and make the 
best use of the feeble brain-power they have. It is only on 
those lines that you can hope to do good in those who are 
improvable. For those who are unimprovable there is no 
refuge but the idiot asylum, or, for people who are able to 
afford it, special guardianship. 



LEOTUEE XX 

THE BLOOD DISORDERS OE EARLY LIEE 

Gentlemen, — I need not empliasize tlie importance of 
tealtliy blood to a young child. The blood is the medium 
by which all the processes of nutrition are carried on, and 
if it is deficient in any respect growth and development 
must inevitably sufier. For it is not a matter of indifier- 
ence whether, during the early years of existence, when the 
tissues are as wax, to be moulded in one direction or another, 
the cells are bathed in rich blood or in a poor and watery 
substitute for it. Throughout the whole of life the body 
may exhibit a bisbs towards health and strength or towards 
delicacy and feebleness, according as the blood was normal 
or not throughout these impressionable years. You will 
readily understand, therefore, how important it is that you 
should become acquainted with the chief causes of aneemia 
in infancy in order that you may be in a position to do all 
that you can towards warding them ofi. 

FORMATION OF THE BLOOD IN INFANCY AND ITS 
PECULIARITIES, 

Before proceeding further, however, it is necessary that 
you should be made acquainted with the peculiarities of 
the blood in early life and its mode of formation.* 
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The infant embarks upon his estra-uterine career 
possessed of a nximlber of red cells considerably in 
excess of that of the adult, the total being about 6 J millions 
per cubic millimetre. The amount of hsamog'lo'bili 
is proportionately high, being about 110 per cent. The 
meaning of this surplus of red cells and hsemoglobin I 
cannot discuss with you now, but I would only point out 
that it is very short-lived, and by the end of the second 
week the adult figure of 5,000,000 red cells is reached, 

RED NEWUf zap' 2ap 
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and persists throiighout life. The hsemoglobm falls even 
more markedly, and the fall continues after that of the 
red cells has ceased, till by the sixth month the normal 
percentage for infancy (70 per cent.) is reached. This 
low figure persists till the second year, when a gradual rise 
makes its appearance, and continues till about the age of 
puberty. 

The rapid reduction in the red cells and hssmoglobin in 
the early weeks of life has this special clinical interest, that 
it is probably the cause of that familiar phenomenon. 


3i8 lectures on DISEASES OF CHILDREN 

Icterus neonatomxn, the products of destruction 
of the red corpuscles rendering the hile so viscid that it 
stagnates in the liver, and is reabsorbed with consequent 
jaundice.- 

In infancy, as in the adult, the red cells are formed ex- 
clusively in the red bone-marrow. The extent Of tlie 
red marrow is very different, however, in the two 
oases. In the young child the marrow is red throughout 
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the whole length of the long bones, and it is only as the 
growth of the bones becomes completed that it retreats to 
their extremities, which are the only parts of the long bone 
in which such marrow is found in the adult. One conse- 
quence of this must be that the child has no great reserve 
capacity to form red cells as the adult has, for there is no 
yellow marrow for the red to encroach upon when a greater 
demand for coloured corpuscles arises. Some of the results 
of this we shall see later. The Wllite cells in the 
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child resemble closelj in their histological characters the 
corresponding cells of adult life, but differ markedly in 
their relative and absolute numbers.- 

The total niunber of white cells in the blood at birth is 
about 16,000 per cubic millimetre ; by the end of the first 
year it has sunk to about 14,000, by the second year to 
12,000, and by the third to 10,000, after which the decline 
goes on steadily till the usual adult figure of 7,500 is 
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reached- Now, what I wish to emphasize is that, with the 
exception of a transient polynuclear leucocytosis which sets 
in just after birth, the excess of white cells throughout 
infancy is due to a larife absolute niuuber of 
lympliOC3^es. You will remember that these cells are 
derived from the adenoid tissue scattered throighout the 
body, such as the thymus, lymph glands, Peyer’s patches, 
and Malpighian corpuscles of the spleen, and their excess 
in the blood indicates a high degree of activity of., the 
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adenoid tissue througliont the period of infancy. What 
the meaning of this activity of the adenoid tissue is it is 
difficult to be quite sure, but it is probably associated in 
some way with growth and nutrition ; and anything which 

itr 3® eia ani i2ta 
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interferes with the nutrition of the child seems to lead to 
a still greater degree of activity of this tissue, and con- 
sequently to an even more pronounced lymphocytosis in 
the^bloo^ 
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To sum up, tten, the leading* characteristics 
of the hlood in infancy are its povert 7 in haemo- 
globin and the large number of lymphocytes which it 
contains, and these two facts must always be taken into 
consideration when you are trying to interpret the meaning 
of any ‘ blood picture ’ in anaemic conditions of child- 
hood.' 

VAEIETIBS OP ANiEMIA- 

After these preliminary remarks I may pass to consider 
the clinical varieties of anaemia met with in children; 
At the outset we are met with the diSicuIty of 
classification. It is very probable — indeed, almost 
certain — that anaemia is always symptomatic — ^.e., is the 
result of some cause which produces iucreased destruc- 
tion of blood or interferes with its formation — but we do not 
yet know what these causes are iu every case, and so, for 
convenience of description, I propose to deal with the blood 
disorders of early life under the following heads : (1) Con- 
genital abnormalities of the blood ; (2) primary anaemias 
— e.g., pernicious anaemia and chlorosis ; (3) secondary 
anaemias ; (4) anaemia associated with enlarged spleen ; 
(5) leukaemias ; (6) affections of the adeuoid tissue; 

1 . CoNGENiTAi. Abnormalities oe the Blood; 

Every now and then you will meet with children who are 
said to have been pale since birth, and on examination you 
discover nothing but a more or less marked general anaemia; 
I think you will find that in a considerable proportion of 
these cases the child is a twin, and I wish to lay some stress 
upon the tendency of twins to suffer from anaemia; It 
would seem as if the mother was sometimes unable to 

21 
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supply enough iron to provide for the proper formation of 
blood in both, twins, and one or other has to go short, with 
the consequence that anaemia results; The administra- 
tion of iron by the mouth may speedily improve matters 
in such a case, but sometimes it fails, and the condition 
may even prove fatal. When that happens I am inclined 
to think that there may actually be a congenital defect 
of the marrow present, which renders it incapable of 
forming blood in sufidcient amount. Exactly the oppo- 
site state of things to this is found in congenital 
cyanosis such as occurs most conspicuously in con- 
genital heart lesions. Some of you may have seen a baby 
which was shown lately at our Medical Society, and which 
was the subject of congenital pulmonary stenosis with 
extreme cyanosis. The red cells in that case numbered 
no less than 8,000,000 per cubic millimetre, and the hsemo- 
globin amounted to 110 per cent. The reason for the 
excess of red ceils in these cases has not been satisfactorily 
explained, though there are many hypotheses about it, but 
it may, perhaps, be an attempt to meet the difSoulty of 
oxidation. Post-mortem examination in such oases shows 
that the blood-forming organs are ail in a state of extreme 
activity, and that the foetal method of intraoapiilary red- 
ceD formation persists to a large extents 

2. The Peimary Anemias j 

In adults the two chief forms of so-called ‘ primary ’ 
anaemia are chlorosis and pemiciotis ansamiai. Of 
the latter I would only say that it is for some reason or 
other extremely rare in childhood, and is practically never 
met with at all during infancy; That is a fact to bear in 
ix^nd in diagnosis. CMorotic anssniias, on the 
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other hand, are not uncommonly seen in early life.- The 
best examples of them I have seen have been in rickety 
children who have been fed on a diet containing an m- 
sufficient quantity of protein and iron, both of which are 
so essential for healthy blood-formation, or in older chil- 
dren who have not been supplied -with a sufficient amount 
of animal food.- Here is an example : A girl of three years 
had been fed on the breast till she was eighteen months old ; 
since then she had been rickety.- She had a chlorotic 
complexion, a palpable spleen, and loud hsemio murmurs.: 
The red cells numbered 5,000,000, the white 13,000, whilst 
the haemoglobin was only 31 per cent.- Under full diet and 
iron in large doses the haemoglobin rose in six weeks to 
C2 per cent., which is little short of the normal at this time 
of life. 

That too prolonged nursing leads almost inevitably to 
anaemia I have no doubt at all, and the explanation of the 
fact is probably to be found in the poverty of iron in human 
milk.' You must never forget that the infant does not 
depend by any means entirely upon the iron in his diet 
for the supply of that metal necessary to the formation of 
blood: A considerable proportion of it is derived from the 
storehouse of iron in the liver -with which every child enters 
the world; About the end of the natural period of nursing, 
however, this store gets exhausted, and if the diet is then 
poor in salts of iron anaemia resul-ts; 

3.- The Second art AN.OT(nASs 

I have already said that it is probable that some day we 
shall regard all anaemias as being really secondary in origin ; 
meanwhile, however, it is well to reserve that term for 
those cases in which poverty of blood comes on as a llirect 

21—2 ‘ 
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consequence of some illness or debilitating condition; Now, 
it would appear tbat tbe blood of tbe infant is peculiarly 
‘ vulnerable ’ — ^tbat is to say, it undergoes destruction more 
readily than tbat of the adult, and so you will not be sur- 
prised to hear that secondary anaemia is a very common 
occurrence in early life. The production of secondary 
ansemia at this period is, no doubt, aided by the small 
reserve power of blood-formation which the infant possesses, 
owing to the complete filling of the bone marrow by red 
cell-forming tissue even under normal conditions.- To this, 
however, I have already referred; 

It is hardly necessary to point out that the possible 
causes of secondary ansamia in childhood are ex- 
ceedingly numerous ; any condition adverse to the general 
health of the child might, indeed, be fairly brought within 
the limits of such a category. For practical purposes, 
however, I would ask you to bear in mind that the most 
potent causes of secondary anasmia in childhood are these : 
(1) Chronic gastro-intestinal disturbance ; (2) the toxins of 
acute infective diseases ; (3) ‘ cachexias ’ of various sorts, 
notably congenital syphilis and tuberculosis; 

That aneemia is apt to result from clironic catarrli 
of tlie stomacli and bowels is well known. There 
are probably several causes at work in its production 
in such a case. Diarrhoea leads to deficient absorption 
and an inadequate supply of the materials from which the 
blood is built up. In addition to this it is probable that 
toxic substances are absorbed from the alimentary canal 
in such a case, possibly the products of the gro-wth of an 
abnormal intestinal flora, which directly lead to blood 
destruction; 

Qt the infective fevers as causes of ansemia two 
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stand out witt great prominence j one is diplitlieria, the 
other acute rheumatism. The latter, indeed, leads to such 
rapid destruction of blood that one would almost be justi- 
fied in speaking of a ‘ rheumatic ansemia.* It is especially, 
I think, when rheumatism lays hold of the heart that severe 
ansemia is apt to supervene. When going round the wards, 
for instance, one is often struck by the sudden superven- 
tion of marked pallor in a child with acute rheumatism, who 
has hitherto been going on well, and on examining the 
heart in such a case one will often find that endocarditis 
or pericarditis has made its appearance. The moral of 
this is that you should always remember to put your 
rheumatic cases through a thorough course of iron during 
their convalescence: 

Of the cacliectic conditiosis which tend to lead to 
secondary ansemia I would specially mention congenital 
syphilis, in which blood destruction may attain a high 
degree. Mercury in such a case may actually produce the 
effects of a hsematinic: Tuberculosis, too, is a potent 
destroyer of the blood, especially, I think, when it affects 
the alimentary canal, and I have often seen cases of severe 
and unexplained ansemia in which extensive tuberculous 
ulceration of the bowel was found at the necropsy. 

No matter how a secondary ansemia is produced, the 
dian^es in the blood are the same, and depend 
more upon the potency of the destructive influence than 
upon its nature: The hsemoglobin always seems to suffer 
first, and so in the mildest degrees one finds merely a 
chlorotic type of blood: In the severer forms the red cells 
are also reduced in number, and may show some inequality 
of size and irregularity in shape (poikilocytosis), •^hilst 
in the most severe degrees of all, and especially if the 
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general nntrition suffers, an increased number of lympbo- 
cytes appears in the blood-stream (lymphocytosis). 

4; Anemias Associated with Enlargement oe the 

Spleen. 

From time to time cases will be brought to you of which 
the following may serve as a pretty typical example : 

The child is somewhere between one and two years old: 
At the first glance you are struck by the creamy tint of the 
skin and the pallor of the mucous membranes. Proceeding 
to your physical examination, you make out the signs of 
more or less pronounced rickets, and on passing your hand 
over the head you will probably be struck by the presence 
of frontal and parietal bosses (the so-called hot-cross-bun 
head). On proceeding to palpate the abdomen you come 
at once upon an enlarged spleen, which may extend down 
to or even somewhat beyond the umbilicus. The liver 
also you find to be notably enlarged, and the superficial 
lymph nodes may bo palpable (See Frontispiece). 

On auscultation of tbe heart you detect h«Bmic murmurs, 
and there may perhaps be some moist sounds at the bases 
of the lungs. When you come to examine the blood you 
find that it exhibits great poverty in hemoglobin, along 
with a more or less pronounced diminution in the number of 
red cells. The white cells, on the other hand, are increased, 
often very markedly so, the increase affecting chiefly the 
h'mphocytes- Stained films show that the red cells are 
unequal in size, and more or less irregular in shape, and 
that a considerable number of them are nucleated, whilst 
on examining the white cells more minutely you are struck 
by the fact that ‘ large lymphoGjiies ’ are numerous, and 






SPLENIC ANEMIA 


327 


tLiat you can often see a considerable number of typical 
myelocytes. 

Such cases as this you will find described in the text- 
books by different names. Some people speak of them as 
cases of * spl@nic smssisslstt of iufstncy,’ others as 
* psenAo-letiksemia iufasitBm of Von Jaksoh.’ I 
propose to adopt the former term, for the word ‘ pseudo- 
leuksemia ’ is one fraught with much possibility of confusion, 
but I would only remind you that you must not suppose 
that they have anything at all to do with the so-called 
splenic ansemia which you are familiar with in the case of 
adults; On the contrary, the two diseases are totally dis- 
tinct. There has been much discussion as to the true 
nature of tills dlseasej but there would be no use in 
my attempting to enumerate the different theories which 
have been held in regard to it. You need only know that 
there are at present two chief ways of looking at it. Accord- 
ing to one school it is merely a secondary ansemia, whilst 
according to the other it is a special form of ansemia 
peculiar to infancy — a disease, in short, sui generis. As 
to the primary disease to which splenic ansemia is supposed 
to be secondary there is no universal agreement. Some 
have attributed it to rickets, others to congenital syphilis. 
That the former condition is almost invariably present aJi 
observers are agreed, but to regard it as the cattse of splenic 
fl.nflRTnia. is a totally different affair. All the evidence, 
indeed, points rather in the direction of both the rickets 
the ansemia being the result of some common cause. 
The view that congenital syphilis is the causal factor is at 
once disposed of by the fact that in fully half the oases no 
evidence of such disease can be found. The opinion that 
the splenic anaemia of infancy is a disease sui generis has 
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mticli to commend it, but bitberto no real light bas been 
thrown upon its etiological factors. Some have attributed 
it to the absorption of a toxin of intestinal origin which 
exercises a destructive effect upon the blood, but against 
this is the fact that in quite a large number of the cases 
there is no evidence of any gastro-intestinal disorder. 
There, I fear, I must leave the matter, only saying that my 
own view is that although this disease is almost undoubtedly 
secondary in the sense of being the result of the action of 
some destructive influence on the blood, yet we are still 
quite in the dark as to what this destructive influence may 
be. It is probably, however, a specific agent of some sort, 
and in so far the disease may fairly be regarded as one sui 
generis. 

You will have no difficulty in the diagnosis of this 
form of anaemia. Your troubles will arise when you come 
to the question of prognosis. Here I should advise you 
to be guided by the characters of the blood. The greater 
the degree of loucocytosis and, in particular, the larger the 
number of myelocytes present, the more grave must the 
case be regarded. Remember, however, that quite a num- 
ber recover, though the duration is always one of months, 
and many exhibit for years a large spleen, which is left 
behind, high and dry, as it were, after the anaemia has quite 
disappeared. What you have most to dread is the super- 
vention of intercurrent disease, particularly of broncho- 
pneumonia, by which, indeed, the fatal result, if it ensues, 
is usually brought about. In older children — usually about 
or some time after the second dentition — you will some- 
times meet with great enlargement of the spleen, with or 
without some degree of anaemia. A /ew of these cases 
may be examples of splenic auesxnia Of the adult 
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tsrps, but a greater number are the result of cong'OXiital 
sypSiilis, and you should therefore always make a point 
of inquiriiig carefully into the history of such cases, and of 
looking for other signs of inherited specific disease. Hodg- 
kin’s disease may also be attended by great splenic en- 
largement, but the co-existence of glandular swellings 
should keep you right; 

Of otlier causes of splenic enlarg'emeiit in 

childhood, such as Bovaird’s ‘ spleno-megalie primitive,’ 
lymphosarcoma of the spleen, primary splenic tuberculosis, 
and the enlargements associated with waxy disease and 
ulcerative endocarditis, I do not propose to speak, for they 
either belong to the extreme rarities of medicine, or are 
dealt with in the ordinary medical text-books. 

6. Leukemia in Childhood; 

There are, as you know, two chief forms of leukaemia : 
(1) the myeloid, in wliich cells of the bone-marrow type 
enter the blood-stream ; (2) the lymphatic, in which the 
blood gets flooded with an excess of ly’mphocytes. Now, 
the former of these is, like pernicious anaemia, almost un- 
known in early childhood. Why this should be I do not 
know, but if y’ou search through the literature of the 
suliject you will scarcely find a single case of genuine 
myeloid leukSJillia in childhood on record. It will 
be w^eU to bear this simple fact in mind if ever you feel 
inclined to make a diagnosis of myeloid leukaemia in a 
child. 

Xiymplxatic leuksemia, on the other hand, is by 
no means very uncommon in quite early life, though it is 
probable that it is stiU often overlooked. Cases will pre- 
sent themselves to you in throe chief forms i - 
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(1) Tliose whicli exMbit profound ansemia with, general 
glandular enlargement and a hsemorrhagio tendency in the 
later stages. 

(2) Those in which the tendency to haemorrhage is ex- 
hibited from the outset, so that the case resembles one of 
iafeotive purpura; 

(3) Pseudo-scorbutic oases, in which lesions in the buccal 
cavity (spongy gums, ulcerative stomatitis, etc.) are the 
most striking feature.- 

The spleen is enlarged in most, but by no means in aU, of 
these cases, and it rarely attains the size that it does in 
splenic ansemia. The glands also are not invariably en- 
larged, and are often little more than easily palpable. The 
mistake you are most likely to make is in regarding such 
cases as examples of purpura on the one hand, or of 
scurvy on the other. I remember going round the wards 
here on one occasion and finding a child, recently admitted, 
who was suffering from profuse bleeding from the gums 
and foetid ulceration of the buccal cavity generally. By 
the bedside stood a bottle of lime-juice, and I was told that 
the child was sufiering from scurvy. On examining a 
blood-film, however, there was found to be an enormous 
increase of the lymphocytes, which at once made it clear 
that the case was one of lymphatic leuksemia; In any 
doubtful case, then, examine the blood at once, and you 
will avoid error. There is only one thing I would warn you 
of, and that is that you must not expect to find that there 
is invariably an absolute increase in the number of white 
corpuscles in these cases. What you will always find, how- 
ever, is that the lymphocytes are relatively greatly in 
exoesa-:--usually numbering upwards of 90 per cent, of the 
total ;white cells present. 
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Closely allied to lympiiatio leuksemia is the disease 
termed cMoroma. This is a rare condition, of -which 
you may never meet -with an example, although it does 
occasionally occur, even in quite little children.- It has 
the same blood-picture as lymphatic leuksemia, but differs 
from it in that local tumours develop, often in the perios- 
teum of the bones of the skull and about the orbit, so that 
the eyes may bulge out. These tumours have on section 
a peculiar green colour, the exact cause of wbich is still 
disputed, and from which the disease derives its name. If 
you remember the existence of the disease and take care 
to examine the blood, you are not likely to miss it if ever 
a case should chance to come under your observation; 
Ordinary secondary sarcomatous deposits may produce 
similar tumours about the head and orbits, and I have also 
kno-wn haemorrhage into the orbit from scurvy simulate it 
pretty closely, but neither of these exhibit the great degree 
of lymphocytosis which is characteristic of chloroma; 

6. Appegtions op Adenoid Tissue. 

The great extent and activity of the adenoid tissue in 
early childhood seem to render it peculiarly liable to 
become the seat of pathological processes. Of the local 
collections of this tissue the tll3r231lis is by far the most 
important. I cannot deal f-olly with the diseases of the 
thymus, nor are they, indeed, of much clinical interest, 
but I wish to speak briefly of its hypertrophy. We have, 
unfortunately, no very accurate criterion of what the 
normal weight of the thymus should be. All we know is 
that it attains its maximum weight relative to that of the 
body as a whole at birth, after which it slowly declires till 
about the second or third year, when it begins to atrophy 



LECTURES ON DISEASES OF CHILDREN 


333 

■witi increasing rapidity; If, however, you take the trouble 
to weigh the thymus in many infants of the same age you 
will find that it varies very greatly, and without, apparently, 
any special reason. Such, at all events, has been our 
experience here, and the same thing has been foTind by all 
those who have given attention to the subject. Notwith- 
standing this normal variability, you will meet every now 
and then with eases in which the thymus is obviously 
hypertrophied, and sometimes very markedly so; I can- 
not promise that you will be able to recognise such cases 
clinically, for the only sign they exhibit is an increased 
dulness behind the manubrium of the sternum, and that may 
be produced by other causes, such as enlarged bronchial 
glands. More commonly such cases are only recognised on 
the post-mortem table, and you will find that almost in- 
variably they have been cases in which death has occurred 
suddenly and without apparent cause, and often in other- 
wise very healthy-looking infants. To such cases the 
term status tliyxaic'as or status lympliatioiis is 
applied, or they are spoken of as instances of ‘ thymic * 
death; Great mystery attaches to the cause of the fatal 
result in these children, and many theories have been pro- 
pounded to account fox it. According to one set of writers 
the enlarged thymus acts mechanically, by direct pressure 
upon the trachea or upon the nerves in the chest. Others 
hold that the hypertrophy of the thymus in such cases is 
merely a part of a general overgrowth of lymphoid tissue, 
which is accompanied by a hypoplasia of the largo vessels, 
which results in a general feebleness of resistance, so that 
death may ensue upon quite trivial provocation. Which 
view is right I am quite unable to tell you, but you should 
bear, the condition in mind, for it is sometimes of medico- 
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legal importance.’ Some cases of supposed ‘ overlying,* 
for instance, may really be due to this cause. 

Of diseases specially a.S'ectlng^ the g’lands m 
early life I would mention infective processes, such as 
tuberculosis, Hodgkin’s disease (which is probably also 
a chronic infection), and malignant processes such as 
lymphosarcoma; Of these I do not need to speak in detail, 
for they are dealt with in every text-book of medicine. 
This only I would say : that the distinction between 
Sodg’Mu’s disease and chronic multiple glandular 
tuberculosis is, clinically speaking, a matter of the greatest 
difficulty, and often, I believe, an impossibility. Nor is 
the distinction one of much practical importance, for the 
course and result of the two processes is identical. The 
blood is the only diagnostic criterion of any value; A 
polynuclear leuoooytosis is, in the absence of any inter- 
current pyrexial disease, in favour of a diagnosis of tuber- 
culosis, whereas a relative increase in the lymphocytes 
speaks rather for Hodgkin. But this distinction is not 
invariably applicable. 

Treatment of the Anaemias of Infanotj 

I have left to the last the consideration of the treatment 
of the anaemias of infancy because the same principles 
are more or less applicable in all varieties. The first thing 
to be done is to ascertain the cause if you can, and, having 
done so, to remove it. If, for instance, the anaemia be de- 
pendent upon a syphilitic cachexia, you must administer 
mercury; if it be due to chronic gastro-intestinal dis- 
turbance, that must be remedied by appropriate feeding 
and medicines. In all cases a due supply of fresh air, and 
particularly of sunlight, is a great aid in restoring the blood 
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to a proper condition.' You will often require to increase 
tlie amount of iron-containing constituents in the diet. 
Yolk of egg is one of the best foods for this purpose, for 
not only does it contain organic compounds of iron, but 
the lecithin which is so abundantly present in it is also a 
constituent of the red blood corpuscles.’ Oat flour and 
raw meat juice are also important iron-containing foodsj 
These measures are of greater value in treatment than are 
drugs, but the latter can, of course, give you great help^ 
The milder preparations of iron — of which there are so 
many available now — are the most suitable for children, 
and ood-Uver oil may require to be given at the same time.- 
I have found the combination of these in the form of the 
preparation known as ‘ Ferroleum * very useful. I cannot 
recommend arsenic very strongly in the ordinary ansemias 
of childhood, though it seems to be the only preparation 
we possess which has any influence over Kodgkin^s disease.’ 
The ordinary form of leukaemia in childhood (the lymphatic) 
does not appear to be aflected by it. For the splenic 
anaemia of infancy there is no specific treatment — ^it must 
be managed on the lines already laid down, special attention 
being paid to proper feeding. I have tried various prepara- 
tions of bone-marrow in it, but the results have not been 
very satisfactory. I should add that in some of the more 
intractable forms of anaemia in childhood you will get no 
benefit from iron until you combine it with an aperient, 
just as is the case in some of the anaemias of adults; 
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THE PUBPUEAS. 

I ■wish, brfoie concludiiig this lecture, to say a few words 
about purpura, which is commouer in children than in 
gro'?m-up people. It is not, however, a disease of quite 
young children, the majority of cases occurring in the second 
ten years of lifo. 

The essential loiion of purpura is hsemoirhage into the 
sldn, and you -will recognize purpuric spots by the fact 
that they do not fade on pressure. You -will be apt to mis- 
take them for flea-bites, but there is usually a darker cen'fccal 
spot in a bite ■which Trill enable you to recognize it. Some- 
times, ho^vvev^, when the bites are fading, the distinction 
is by no means easy. 

Several varieties of purpura are described, and you 
must distinguish, in the flrst place, between secondary 
•pirpura on the one hand and primary purpma on the 
other. 

In ptirpura the hsemorrhagio eruption 

occurs in the course of some skin disease, such as one of the 
acute specific fevers, or in any cachectic condition. It is 
only of prognostic value, and indicates a severe toxaemia 
or advanced debility, which often precedes a fatal termina- 
tion of the illness. 

Several varieties of primary purpura are described, 
but they are probably simply different manifestations of 
one pathological state, although what ■that underlying state 
is we do not in the least know, and I do not propose to take 
up any time with a discussion of the various ■vie^ws which 
are held about it. For convenience, we may divj,de the 
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climoal forms of primary purpura into tlie following 
groups : 

1. Purpura simplex, in wHch hsemorrhage takes place 
into tke sMn only. The pliotograpk (Fig. 63) skows the 
distribution of the eruption in a typical case. 

2. Purpura lh<m>>orrhagica, which is a more severe form 
of simple purpura, hsemorrhage taking place from the 
mucous membranes as well as into the skin. 

3. Purpura rheumatica, also known as peUosis rTieu- 
matica, but better called ‘ arthritic ’ purpura, in which 
joint pains occur as well as hmmoxrhages. It has probably 
nothing whatever to do with rheumatism. 

4. Purpma abdomindlis, or Henoch’s purpura, in which 
attacks of abdominal pain, sometimes attended by vomiting 
and diarrhoea, are a prominent symptom. The colicky 
pain is probably caused by exudation taking place into the 
wall of the bowel, and it is of importance, because it may 
be so severe as to lead to a diagnosis of acute abdominal 
disease, such as intussusception. I have known at least 
one case in which laparotomy was performed on account 
of it. The moral is that you should always examine the 
skin very carefully for purpurio spots when you are called 
to a child who has been attacked by sudden and violent 
colic. 

In the diagnosis of purpura you must first make sure 
that you are dealing with a real purpuric eruption. I have 
already stated that the characteristic point here is that 
the eruption does not fade on pressure. Use a micro- 
scope slide or a glass lens to make sure. All &ryt'hem(xtous 
eruptions fade on pressure. I have abeady told you how 
to distinguish bites. 
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Asstumng that yon are satisfied that the eraption is 
pTxcpiiiic, the next thing you have to settle is whether you 
are dealing with the disease purpura, or merdiy with a pur- 
puric eruption as a symptom. The other diseases which 
you are most likely to mistake for purpura are ocMfe lett- 
kcemia, scurvy, UTid hcemophUia. You will distinguish the 
first of these by examining the blood ; the second by in- 
quiring into the diet, and, if necessary, by the therapeutic 
test of giving antiscorbutics; the third by the family 
history. 

The prognosis of purpura is good, but you must be 
prepared for relapses, which are the rule rather than the 
exception. Some children, indeed, continue to have attacks 
every few months until after the age of puberty, when they 
usually cease. Always look out for nephritis in the course 
of purpura, especially in the abdominal type. It may 
materially afiect the chances of recovery. 

Treatment is not very satisfactory, seeing that we 
know nothing of the cause of the disease. The one essen- 
tial is rest in bed. If you attend to that, it does not matter 
much what else you do or leave undone. I have tried most 
of the remedies recommended to lessen the hsemorrhagio 
tendency, but cannot say that I have had much success 
with any of them. Salts of calcium I have found no 
benefit from, although perhaps you ought always to try 
the lactate, but in some oases oil of turpentine has certainly 
appeared to do good. Arsenic is recommended by many, 
iiomatio sulphuric acid is worth trying if there be hsemor- 
rhages from the mucous membranes. Epistaxis and bleed- 
ing from the gums you will treat on general principles by 
the use of adrenalin and other styptics. 


22 



338 LECTURES ON DISEASES OF CHILDREN 

In severe cases of purpura lisemorrliagica antistrepto- 
coccic serum has been strongly recommended, 10 c.c. 
being given by the rectum, and repeated as is found neces- 
sary ; but you are not likely to need to have recourse to it 
often. 

Seeing that an attack of purpura leaves the child anaemic, 
iron should be given during convalescence. 



LECTURE XXI 

SOME COSIMON SYMPTOMS OF 
DISEASE IN CHILDREN AND THEIR DIAGNOSTIC 

SIGNIEICANCB 

Gentlemen, — T hose of you who have attended much in 
the out-patient depairtment must have been struck by the 
fact that the number of actual complaints for which children 
are brought to the hospital — ^that is to say, the things 
noticed wrong by the mother — are comparatively few in 
number. And that, after all, is inevitable. A young child 
is unable to express — even supposing he is able to experi- 
ence — those multifarious abnormal sensations which make 
up what we call the symptoms of disease in grown-up 
people; And it follows from this that your diagnosis must 
always rest mainly upon the results of your objective ex- 
amination. Now, I need hardly tell you that therein lies 
one of the great difficulties of children’s practice — ^you get 
so little help from your patient. The more, therefore, is it 
necessary for you to study as ca^refully as you can such 
symptoms, few though they be, as the friends of the child 
have been able to observe. I thought, therefore, that we 
might profitably spend our time in this lecture if we 
took up together the study of the commoner symptoms 
which children present, and tried to arrive at some idea 
of their value in diagnosis. 
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WASTING.* 

The first symptom that I wish to direct your attention 
to is one which occurs with very great frequency in the out- 
patient department. It is that spoken of as wasting. With 
regard to this symptom, I would say, first of all, that it may 
be due on the one hand to very serious organic disease, or, 
on the other hand, to comparatively trivial disorders of 
health. And what you have always to do when a child 
comes before you presenting wasting as one of the chief 
S3rmptoms is to eliminate so far as you can the possibility 
of organic disease before you go farther. In the case of 
young infants there are three organic diseases which 
are specially apt to be accompanied by wasting as their 
chief S3rmptom. The first of these is congenital syphilis, the 
second is tuberculosis, and the third is a lalmt empyema i 
With regard to the first of those there should be no difficulty ; 
you should easily be able, by inquiring into the family 
history, and by examining for such symptoms as snuffles, 
craniotabes, rashes, and other manifestations of inherited 
specific disease, to recognise that it is syphilitic, or exclude 
that disease as a cause of the wasting. If you are still in 
doubt, you will often fihd that by the therapeutic test — 
that is to say, by the administration of gray powder — ^you 
can tell within a very short time whether such a taint is 
present or not ; for syphilis may cause wasting, even though 
present in only a small degree. With regard to tuberculosis 
in young infants it is very much more difficult to be cer- 
tain ; in fact, I would say that often you cannot be certain 
of it at ail, because tuberculosis may have attained a very 

* This subject was also dealt with. in. Iiecture viii., but as it is approaclied 
hfTse from a somewhat different point of view, I have allowed it to stand* 



WASTING AS A SYMPTOM 


341 


widespread degree of development before it produces any 
pronounced pliysical signs. Often in suck cases you must 
remain in doubt, and watch the efEect of treatment. If 
under treatment directed to the symptoms the wasting still 
continues and becomes progressive, then your suspicion that 
you are dealing with a case of tuberculosis is, of course, 
greatly strengthened. But as a matter of fact it will some- 
times be only on the post-mortem table that the nature of 
the case will be made clear. There is nothing more difiBoult 
than to diagnose accurately between a case of tuberculosis 
in a yoTmg infant and one of so-called simple marasmus. 
With regard to the third of the conditions I mentioned, 
laterU enipyema, you should have no difficulty. You can- 
not miss it if you will examine the child carefully and 
systematically, particularly, of course, at the bases of the 
lungs. Not long ago a child was sent here with the history 
that he had suffered from measles a month or two previously, 
and that he had been wasting ever since. He had been 
imder treatment outside, but had made no progress to- 
wards recovery, rather going from bad to worse. He was 
sent here imder the impression that he was suffering from 
tuberculosis, and it was thought that nothing further could 
be done. On examination we found marked dulnoss at 
one base, with signs of fluid. On putting in a needle pus 
was obtained, and after its evacuation the child at once 
improved, and made an uninterrupted recovery. So there 
is the chance that even where a child is under skilled obser- 
vation an empyema may be overlooked, because it may 
have produced no sign other than that of continual and 
progressive wasting. 

Of the non-organic diseases which may produce wasting 
as one of their chief signs in young infants, the principal 
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are disorders of digestion and unsuitable feeding; 
As a matter of fact, tliese are by far the commonest causes 
of this symptom ; either the child does not get enough 
nourishment, or he gets it in an imsuitable form, with the 
natural eonsequeuce that in both cases continuous loss of 
weight is manifested. Hence in the majority of such cases 
your chief duty will be to inquire into the nature of the 
feeding and of the food given, and to rectify any errors 
which you find. 

When you come to inquire into the causes of wasting 
in older cMIdren you will find again that there is 
one great organic disease which is particularly apt to pro- 
duce that symptom, and I need hardly say I refer to tuber- 
culosis. Some of you saw among my out-patients this 
morning a child, aged three and a half years, who was 
brought with a history of wasting ; nothing else had been 
noticed, except that the child sweated at night. On ex- 
amination, however, we were able to find without di63.oulty 
tmequivocal signs of fairly widespread tuberculosis. The 
commonest functional disease which you are apt to mistake 
for tuberculosis is that chronic form of dyspepsia which 
occurs in children at about the period of second dentition, 
and to vrhich I am so often drawing your attention in the 
out-patient room. You know the history — ^the child is sent 
up with the statementthat he has wasted, that he has a cough, 
that he has no appetite, and perhaps that he has certaia 
nervous disturbances, such as headache or restlessness at 
night; Such cases are constantly diagnosed as tubercu- 
losis when they are not so at all. And the mistake, after 
all, is not an unnatural one, for there are many signs con- 
nected with them which in the adult one is accustomed bo 
associate with phthisis i the child has been losing weight. 
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has lost appetite, and has a cough.- Those who see little 
of children and much of adults are apt to conclude that 
these signs mean phthisis in a child, just as they would 
rightly make one suspicious of phthisis in a grown-up per- 
son; You should know that many such cases are simply 
examples of ohronie gastric catarrh associated with pharyn- 
gitis, or enlargement of tonsils, or adenoid growths, and 
they can be perfectly cured if they are put on a suitable 
diet and the condition of the throat attended to; 

COTJan. 

I -will next pass to the consideration of another symptom 
which is particularly common in children, and that is 
cough; Of cough as a symptom in children I would say 
first that it would be a mistake to suppose that it is 
always, or indeed usually, the result of respiratory 
disease; The majority of coughs in children are not 
due to any abnormal condition of the lungs or bronchi 
at all; It is all the more necessary that you should 
be warned of this, because frequently the mother makes 
"•''sis herself, and instead of saying the child is 
suffering she will say he has ‘ bronchitis,’ and 

BO you are apt to be ' •‘Statistics were collected by 

Dr. Parkiaaon’*? from one of ^li.^ nildren’s hospitals in 
London on this subject, and he found that of a large number 
of consecutive cases of cough, fully 40 per cent, were due, 
not to disease of the respiratory organs, but to abnormal 
conditions in the throat, whereas only 31 per cent; were 
due to disease in the chest. So you see there was actually 
a clear majority of cases in which the cough was due to the 
throat; I think there is no more important point to realize 
* Brit, Med, 1S99, ii.j p. 465, 
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about cougb in. childhood than that: The ailsnoriuail 
conditions of the throat which may give rise to cough 
in children are three in number. You may have simple 
pharyngitis, or enlargement of the tonsils, usually existing 
with adenoids, or elongation of the uvula: These three con- 
ditions may occur together, as I need hardly say, or you 
may have combinations of any two or all three of them in 
any one case. Now, from the character of the cough you 
can often infer what is likely to be its cause in any par- 
ticular case which comes before you. For instance, in 
'pharyngitis it is usually a dry tickling cough, occur- 
ring at frequent intervals. In adenoids it is rather of a 
choldng character, often accompanied by vomiting, and 
frequently also by epistaxis. On the other hand, the 
cough which is associated with an enlarged uvula is charac- 
terized by the fact that it comes on when the child lies 
down, because the uvula falls back into the pharynx and 
irritates the posterior wall. 

When you come to consider cough arising from irrita- 
tion in tlie Ibronclll you whl often have to face 
the problem. Is it simple bronchitis, or is it whooping- 
cough ? Now, that is a question which it is not always 
easy to answer, although it is one to which the mother 
expects you to be able to give an exact and definite reply. 
Although you cannot be certain always about the existence 
of whooping-covyh, there are certain things which should 
make you suspicious of it. And first, the cough of whoop- 
ing-cough is essentially paroxysmal, it tends to occur 
especially at night, and it is often followed by vomitingj 
When you examine the child you find that the cough is out 
of alF proportion to the severity of the physical signs. 
Th^e may bo only a few bronchitic signs in the lungs. 
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although, you are told that the covigh is one of very great 
severity. You will frequently find also that there is a 
sublingual ulcer, which is of real value, because it may 
occur before the cough has begun to take on the true 
whooping character. There is another thing which you 
will notice on examining a child whom you suspect to have 
whooping-cough, and that is that he looks puffy about the 
eyes ; the congestion of the head and face which the 
paroxysm occasions leads to puifiness, which to the ex- 
perienced eye is often suspicious. You will be apt to mis- 
take for whooping-cough the cough which you get from 
pressure upon the nerves in the chest caused by enlarged 
broncllial glands. In such a case the history may 
be of some value, because you know that whooping-cough 
rarely occurs twice in the same child, and if there is a history 
of his having had an attack of whooping-cough, and if he 
develops a similar sort of cough again, the chances are that 
it is not true pertussis on the second occasion. The other 
sort of cough which may simulate whooping-cough is that 
which you get in hronohiedasis. But bronchiectasis is 
not particularly common in children, and from the clubbing 
of fingers and signs of cavities in the lungs, and the char- 
acter of the expectoration, there should be no difficulty 
in making the diagnosis. 

When you have excluded the causes of cough which I 
have mentioned, those in the lungs and those due to the 
state of the throat, there remain a considerable number 
in which you can find no definite cause at all. Some of 
these are certainly due to gastro-intestinal disorders. There 
is in children, I think, such a thing as stomacll COIlgll; 
at all events, you find children who have a Qonstant 
cough which persists until the state of the digestive organa 
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is attended to: And some people have even described a 
cough as the result of the presence of worms and the reflex 
irritation which they produce: 

Fiaally, there is an extremely uncommon form of 
cough, but one which it is well to be familiar with, and 
that is the Ixysterical COUgll. I remember, shortly 
after I started seeing out-patients here some years 
ago, a boy being brought, who, as he sat in the waiting- 
room, kept on every half minute or offcener giving out a 
curious kind of short cough. I examined him without find- 
ing any cause for it, and from the history of the case and 
the general impression one got, I came to the conclusion 
that it was hysterical.- Under the influence of sugg^tion 
and one or two doses of valerian the cough stopped abso- 
lutely in twenty-four hours. More commonly the hysterical 
cough is not of that sort ; it is of the typical barking charac- 
ter met with in older subjects. 

PYEEXIA. 

The next symptom I wish to consider with you is pyrexia, 
or fever, as an indication of disease in children. I mean by 
that cases in which pyrexia is the only symptom — where a 
child is brought to you by the mother because he is hot and 
feverish, and nothing else has been noticed wrong. These 
are often cases of great difficulty, and always of very great 
anxiety in practice, because pyrexia may be, and often is, 
a sign of serious disease coming on — disease which may he 
of an infectious nature ; and one always wants to make 
certain at the earliest possible moment what the cause of 
the fever is. The first thing to look for are signs of the 
SiCdtSf sp6ciSc fsvers. You should examine the 
child carefully for one of these, particularly for scarlet fever 
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and measles; In scarlet fever examine the throat for 
erythema, and look for the early signs of eruption, re- 
membering that it comes out first about the chest and neck. 
In measles look carefully for catarrhal signs or indications 
of conjunctivitis and running of the nose. Examine for 
a rash about the forehead and head. If the rash is not yet 
out, look for Koplik’s spots, which are of very considerable 
value in the early diagnosis of measles. I need hardly say 
you should also inquire into the history as regards the 
possibility of any exposure to infection to one of the acute 
specific fevers; Failing the discovery of any of those, I 
advise you to look, especially in young infants, for signs 
of p 2161 I£llOIlia. I saw in consultation the other day a 
baby who had suddenly become feverish about three or 
four days previously. No physical signs were discovered 
by careful examination, which had been repeated several 
times after the child was taken ill. When I saw the child 
there was little to be made out, but at the tip of one lung 
there was a small patch of tubular breathing and dulness, 
indicating the development of apical pneumonia. In addi- 
tion the child had the characteristic grunting pnenmonic 
breathing ; and one had no hesitation in saying that the 
cause of the fever was a small patch of croupous pnemnonia 
at the top of one lung. That is a frequently overlooked 
cause of pyrexia, as I know from my own experience. I 
should therefore advise you in any case of acute fever coming 
on in a young infant to examine the apices of the lungs with 
particular care, because a patch of pneumonia so small as 
to be easily overlooked on physical examination may yet 
be the cause of very high temperature. Another cause of 
fever which it is important you should remember i? acuta 
gastritis. I remember seeing a child a few years ago 
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of about two or three years of age who had been seized 
with high fever with some abdominal tenderness and vomit- 
ing, and the question arose, What was the cause of the 
symptoms ? Various things were suggested, and jfinally 
it was thought that the child was suffering from appendi- 
citis, and the possibility of operation was contemplated. 
But the whole case cleared up entirely after the administra- 
tion of a few doses of calomel. This was a case of acute 
gastritis accompanied by high fever. Sometimes, indeed, 
the fever in such a case is very high, and may be accom- 
panied by rigors. Another disease which you should never 
forget the possibility of, where fever is present and nothing 
else, is otitis media. Usually in such a case there will be 
agns of earache in addition. The child will manifest pain 
or discomfort in the ear ; and if you suspect inflammation 
the best thing you can do is to examine the membranes, and 
if necessary puncture them, and if you do so you may often 
find a small quantity of sero-purxilent matter escape, with 
the immediate relief of all the symptoms. 

Another cause of fever in children which you are 
apt to overlook is acute rlieumatism where the 
joints are not affected. Not long ago a boy was ad- 
mitted to one of my beds here who had acute fever, 
and in whom careful physical examination revealed abso- 
lutely nothing wrong. But there was one suspicious point, 
which was that, although he had a temperature of 10.3° F., 
he was sweating profusely, and, further, he looked like a 
child of the ‘ rheumatic diathesis,’ as it is called. Acting 
upon that suspicion, we gave him sahcylate of soda in 
full doses. His temperature came down with a run, and 
a few weeks later he had developed a definite cardiac bruit. 
This, then, was a case of acute rheumatic fever without 
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any joixit manifestations. Such cases are not common, but 
wben they do ocoui it is very important that you should 
be able to recognise them, because if you allow rheumatism 
in a child to go on untreated for a few days, you run a great 
risk of endocarditis developing and permanent cardiac 
disease being the result.- 

There is in young infants a cause of acute fever which 
you should never overlook, and it is one which is especially 
apt to escape the observa-tion of a physician, and that 
is osteo-myelitis. I have seen a cliild lie in the 
medical ward of a hospital for some days with acute fever, 
the cause of which was not explained. It died, and, post- 
mortem, one radius was found entirely surrounded by a layer 
of pus. That is not unlikely to happen to you in practice, 
and the moral is, when you have a case of acute fever with 
no other signs in a young child, you should always examine 
the bones with great care for signs of tenderness and 
swelling, always bearing in mind the possibility that the 
fever may be the result of acute suppurative periostitis or 
osteo-myelitis. Another point of great importance is, that 
in every case of acute fever you should examine the tliroat 
for tonsillitis, which is usually of the foUicular sort. I have 
seen several cases where it was a dij0&cult matter to deter- 
mine the cause of the fever, but where the whole case was 
cleared up by looking down the child’s throat. It should 
be done as a matter of routine in every case. 

In older children enteric fever will certainly give 
you a good deal of trouble. I have known several errors 
in diagnosis made from not recognising the possibility of 
enteric fever being the cause of the pyrexia. Such a 
thing happened to me the other day. I had a ^hiid in 
hospital who was admitted with a moderate degree of 
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pyrezia; There were some bronchitic signs in the lungs, 
rather pronounced, but nothing more. The child looked 
tuberculous, and one concluded on the whole, seeing that 
there was no enlargement of spleen and no spots or any- 
thing else, that it was probably tuberculosis, and we were 
prepared to treat it on that assumption. But as time went 
on one noticed that the temperature gradually mounted up, 
and then the spleen began to be palpable. The Widal re- 
action was tried, and definite clumping occurred at once.’ 
That, of course, made the diagnosis clear. Now, such a 
mistake as that is very easy to fall into. The recognition 
of enteric fever in young children is more difficult than it 
is in grown-up patients, and if you have fever for which 
you can find no other cause, even in the absence of enlarge- 
ment of the spleen or other signs, bear in mind the possi- 
bility that you may have to do with a case of enteric fever, 
and by having the "Widal reaction done, or by estimating 
the number of leucocytes, try to arrive at an exact diag- 
nosis: 

There is a cause of fever in infancy which is of rare occur- 
rence, but which it is extremely important that you should 
recognise when it does occur, and that is acute pyelitis. 
Last summer I was called in consultation to see a baby 
who presented some rather puzzling features. She was a 
girl of a few months old who had for some weeks been 
running a very high temperature with occasional remis- 
sions, and — ^this is one of the suspicious and important 
points — accompanied at times by definite rigors. On 
inquiry into the state of the urine it was found to contain 
pus. One then felt certain that it was a case of pyelitis. 
Further* examination showed that the urine contained the 
Bacillus coli communis, and on giving the child alkalies 
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in full doses, •wMcli is fclie right treatment in such cases, the 
temperature speedilj came down; 

•INABILITY TO TALK. 

Passing from pyrexia, I want to take up together two 
symptoms which mothers frequently complain of in their 
infants.' One of these is vndbility to talk at the proper age, 
and the other is inability to walk. If a child is brought to 
you because of inaMll'ty to talk, you should bear in 
mind that there are only a few possibilities which you need 
consider. In the first place, of course, the child may be a 
doaf-xsmts. In such a case you will find quite a clear 
history that the child is absolutely deaf, and you will some- 
times find that there is a history of several similar cases 
having occurred in the same family. Such cases should not 
present any great diSficulty in the matter of diagnosis.- 
You find, again, that some children are unable to talk at 
the proper time because of mental deficiency, or else 
because of backwardness short of actual mental deficiency. 
These cases are more difficult to recognise. You should 
examine the child for the physical stigmata of mental 
deficiency, for cranial abnormalities, and the other signs 
which you know to be the outward expression of retarded 
development of the brain. But in the lesser degrees of 
mental deficiency, where such physical signs are absent or 
are not pronounced, you may often be in doubt as to 
whether that is truly the cause of the child being backward 
in talking. 

Pathological conditions in the throat, especially ade- 
noids and enlarged tonsils, may be a cause of diffi- 
culty in learning to talk ; I cannot exaggerate to you the 
importance of this fact.- I should say that the great 
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majority of oliildcen I liave seen who were brought to me 
because they were unable to talk at the proper age were 
suffering from some abnormality of the throat. A typical 
case of this kind was that of a girl two years and three 
months old, who was brought by her mother because she 
was unable to talk, although ‘ she made violent efforts to 
do so.’ The mother said the child heard well, she was 
obviously quite intelligent, and the only thing one could 
make out on physical examination was the presence of an 
enormous mass of adenoids in the naso-pharynx. These 
were removed by operation, and five months later the 
mother wrote that the child was talking well. That is a 
clear and typical instance of what I am referring to, and I 
could quote dozens of such cases almost which I have seen 
in the out-patient room here and elsewhere. It is difficult 
to say in such a case why it is that adenoids make it diffi- 
cult for the child to learn to talk. The mother is probably 
correct when she says that the child does hear, but the 
possibility is that he does not hear quite distinctly, not well 
enough, at all events, for him to learn to imitate the speech 
of other people. Whether it is that, or whether the adenoids 
impose a mechanical obstacle to the movements of the soft 
palate I do not know, but I know if a child is brought to 
you with the complaint that he cannot talk, and you find 
adenoids present in laige amount, you can promise with 
almost complete confidence that if the adenoids are re- 
moved the speech will become perfectly natural. 

A rare cause of this lack of the ability to speak is tongfiie- 
tie. Mothers think it is a common affection, and most chil- 
dren who have difficulty in learning to talk are popularly 
believpd to suffer from it. Now, tongue-tie does occur, but 
it is very raie< I can only recall at this moment three well- 
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marked oases of it, and I doubt if it ever does prodace true 
inability to talk — that is to say, real dumbness. It may 
cause difficulty in talking clearly and in pronoimcing certain 
consonants for wbiob the tongue is particularly required, 
but you must distinguish that from inability to talk at all. 
A still rarer cause of inability to talk is COSl^anital 
aplxasia, a condition of which I have never met with 
an example, but which is described as one of the occasional 
congenital defects of childhood. 

INABILITY TO WALK 

Now, to turn to the kindred symptom — inability to walk. 
There you have to recognise, I think, two groups of oases : 
first, those in which the child has never walked at aU from 
birth ; and, second, those in which the child has at one 
time or another been able to walk, but has gone ‘ off his 
legs,’ as the mother puts it. 

First, with regard to those who have never walked; 
There you have three possibilities to deal with : either the 
child is the subject of rickets, or of some form of paralysis, 
or it is a case of mental deficiency. Now, in rickets the 
difficulty is merely one of walking. Whilst the child sits 
on his mother’s lap he can move his legs about freely, 
whereas in cases of paralysis the child is not only unable 
to walk, but he cannot move the afEected limbs even when 
sitting. In rickets you will find also the other general 
signs of the disorder — enlargement of the epiphyses, de- 
formity of the chest, and so on; the knee-jerks also are 
unafieeted, whereas in paralysis they are exaggerated or 
diminished; 

Of pajralysis as a cause of inability to walk” there 
are two chief varieties : one is infantile paralysis, the 

23 
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otlier is spastic or cerebral paralysis; Infantile paralysis 
xisiially comes on definitely at soma period subsequent to 
birth., whereas spastic paralysis is often congenital. In 
infantile paralysis you will find the knee-jerk on the 
afieoted side diminished and the muscles atrophied; In 
spastic paralysis you will find the knee-jerk exaggerated 
and the muscles of the limb well developed. 

S^esital deSoienoy you will recognise by the other 
general signs of mental impairment which I have men- 
tioned before. Never forget, however, the possibility that 
children may be unable to wallc from snrg'ical reasons 
as well as medical. I have seen eases of congenitcd double 
dislocation of the hip produce great delay in learning to 
walk, and such cases are apt to be overlooked by the 
physician, whose mind is fixed upon medical points; 

When a child who has hitherto been able to walk ‘ goes 
off his legs ’ you are dealing with a different order of cases. 
Many children who have had an acuts illness wiU go 
off their legs for a long time after that illness, although you 
oan find no special cause for their doing so. Probably it is 
partly because of muscular weakness, and partly because 
the child actually forgets how to walk ; having only 
recently acquired the rather diflicult art of walking, he 
gets out of practice when laid up in bed during an acute 
illness, and when he gets on to his feet once more he has to 
learn all over again. Such cases may go on without walk- 
ing for a long time, but you may rest assured that they 
wiU walk in time. Another cause of a child going off his 
legs is that he may have developed infantile paralysis, but 
I have already told you how that is to be recognised; 

A ‘"rarer cause which it is important to recognise is 
. srlienmatismy slight degrees of which affecting the hip 



HEADACHE AS A SYMPTOM' 


355 


or tlie muscles at the bach of the knee-joint or ankle may 
cause the child to go ofi his legs on account of pain.- 

Remember, again, the possibility of surgical causes. 
One of the earliest signs of hip disease may be that the child 
goes off his feetj 


HEADACHE. 

The Common causes of headache in childhood are not 
the same as in adult life. CSrcxila-fcory disturbances, for 
instance, are rare in early life, whilst ‘ reflex ’ headache — 
particularly from ‘ eye-strain ’ — ^ia frequent. If a child of 
school age suffers from headache, I should recommend you 
to examine his rofracMoxi and see if there is any hyper- 
metropia or astigmatism, and if you find either to get the 
error corrected by proper glasses. If you do that you wUl 
often find that the headache disappears at once. Another 
group of causes of headache may be described as toslc ; 
constipa-tion and biliousness are examples, just as in 
grown-up people, and these are to be met by appropriate 
remedies, i^lieuxiiatic lieadaclie is not imcommon, 
the pain in this case being situated in the scalp. 
either physical or mental, may easily cause headache, 
especially in children who are growing fast. It yields 
rapidly to rest and tonics. Cerebral tumour, again, 
occurs with considerable frequency in children, and may 
be a cause of severe headache. Here you should inquire 
for other symptoms of tumour, such as vomiting, and 
look particularly for optic neuritis. Adenoids are a 
pretty common cause of headache in childhood. Here the 
headache is usually frontal, l^igraiisie also is a disease 
of comparative frequency in children, in whom it •Occurs 
quite aa often as in -grown-up people, and frequently with 
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great severity. Hysterical headache, on the other hand, 
is a condition of very rare occurrence in early life. Lastly, 
you should never omit to examine the urine in cases of 
headache, as an unsuspected uepliritis -which has 
perhaps foUowod one of the infectious fevers may be 
the cause. 


RSMATUBIA. 

A rarer symptom which it is important that you should 
be familiar with, as it often gives rise to difficulty in diag- 
nosis, is hsematuria. A child may be brought to you by the 
mother with the statement that he passes blood in the urine. 
There is here one fallacy which I would warn you against, and 
it is that mothers are apt to regard as blood what is really 
not blood at all, but a brick-dust deposit of urates. But 
assuming you have verified the fact that the child is passing 
blood, there are but few possible causes of it which you have 
to consider ; indeed, I think there are but four causes of 
hsematuria in infancy which it is necessary for you to bear 
in mind. One is lisemopllilia, which may be a cause of 
hsematuria, especially in boys. Another cause is SCTirvy, 
which I believe is commoner than one is disposed to think, 
and is often overlooked because examination of the urine 
of young infants is apt to be omitted. I remember a child 
who was under the care of a surgeon in a hospital for the 
passage of blood, and who was believed to be the subject 
of stone in the kidney. An operation was performed, but 
no stone was found. A physician then saw the child, and 
inquired into the diet ; the replies given led him to think 
that it was a case of scurvy, and on putting the child on 
to fre'sh vegetables and fruit the hsematuria disappeared 
in a few days. This, then, was a case in which failure to 
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remember tbat scurvy may be a cause of baematuria led 
to the performance of an entirely urmecessary operation. 
Tbe third cause of baematuria is tbe passage of urates 
asid oxalates. Tbe baematuria in sucb a case is usually, 
I tbink, parosysmal or intermittent, coming on and lasting 
for a few days and tbon passing ofi again. Careful ezamina- 
tion will sbow tbe presence of crystals of uric acid or ozalio 
acid, and suitable treatment will cause tbe blood to dis- 
appear. Tbe fouitb cause is sarcoma Of tlie kidney, 
and one wbiob it is well to bear in mind. Not long ago I 
saw a case where this gave rise to great difficulty. It was 
tbat of a young child who passed a trivial amount of blood 
in the urine, but passed it continually. Oxalates were dis- 
covered in the urine, and it was thought that they were 
the cause of the hsematTiria. But special treatment directed 
to remedying this did not afiect the passage of blood, 
although the oxalates ceased to appear. By-and-by an 
abdominal tumour became evident, and operation showed 
it to be a renal sarcoma. Remember always, then, tbat 
continuous small bleedings may be a comparatively early 
sign of sarcoma of tbe kidney in a young child. 

In older children, in addition to tbe causes already men- 
tioned, you should tbink of disease, of 

purpura, and of rheumatism as possible causes of tbe 
appearance of blood or blood pigment in tbe urine, and in 
tbe two former of these bsematuria may be present as tbe 
only symptom. Quite recently I have seen in consultation 
two girls, both of whom sufEered from rheumatic endo- 
carditis and slight baematuria. Whether tbe renal bsemor- 
rbage in these cases was due to embolism or not I (jannot 
say, but it passed ofi quickly in each case,' 
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OROUPy RESPIRATION. 

A symptom of very great importance, and one which 
produces great anxiety in the minds of the friends, is that 
spoken of as laryngeal or croupy breathing. You are called 
to a cMld who exhibits croupy breathing, and you have 
to determine what the cause of it is. I need hardly say 
at the outset that the two things you wiU first think of, 
quite rightly, are so-called ‘ croup ’ on the one hand, and 
diphtheria on the other. Now, ‘ croup ’ usually means a 
catarriial or it ought to mean that. Of 

this there are two sorts; first, that in which there is a 
slight degree of catarrh, but every now and then there is 
spasm superadded, producing croupy breathing ; second, 
there are the more severe cases, in which the catarrh of 
the larynx is so great that it causes considerable swelling 
of the mucous membrane, and produces more or less con- 
tinuous obstruction. The first sort of case you are not 
lilcely to confuse with Siplitlioria, because the history 
is that such a child is comparatively well during the day, 
but that during the night attacks of croupy breathing come 
on. The real difficulty arises in the second group of cases, 
in which the catarrh has led to so much swelling as to pro- 
duce continuous obstruction. These are the cases in which 
it is difficult to tell whether the case is one of diphtheria or 
not. In some cases, indeed, the diagnosis may be im- 
possible. But there are certain points to which you should 
direct your attention. First, there is the mode of onset in 
the two oases. In catarrhal laryngitis the onset is usually 
more abrupt and severe than in diphtheria, which begins 
more insidiously. Catarrhal laryngitis is accompanied by 
a higher degree of fever. In the second place, the loss of 
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voice and cough, are less in catarrhal laryngitis than in 
diphtheria. In other words, diphtheria is the more silent 
disease of the two. If you find signs of a membrane on the 
fauces, of course you need have no difficulty at all ; but the 
puzzling cases are those in which the diphtheritic process is 
confined to the laryns only, and although the above indica- 
tions may be of some help, every now and then you are 
bound to be left in doubt. In such a case the wisest plan is 
to act as if it were the more serious disease — ^that is to say, 
isolate the patient and give antitoidn. 

But there are other causes of croupy or laryngeal breath- 
ing which it is well to bear in mind. It may occur, for 
instance, as a result of al^scess, 

and I have known serious mistakes arise in this way. If in 
doubt, put your finger into the child’s throat and explore 
the pharynx, and see if you can find any indication of 
bulging. Croupy breathing may also occur in the course 
of a dirosiio which may be simply catarrhal 

or the result of congenital syphilis. It may occur also 
from pressure on the trachea, by IsroiiGlilai 

or, in rare instances, by an &3llarged 
It may also b© simulated by certain conditions, the most 
notable of which are cosigeiiitail Stridor 

and larysiifisitliis stridulus, although there the 
nature of the attacks should leave you no doubt. Con- 
genital laryngeal stridor dates from birth, whilst laryn- 
gismus stridulus is always preceded by a period of apncea, 
followed by a long crowing inspiration, which does not re- 
semble the continuous croupy breathing of laryngeal 
obstruction. It is always well also to remember the 
possibility that you may be dealing with a papiilOHia 
of tile lairynx. Two or three years ago a baby was, 
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brougkt here in my absence and seen by my assistant. The 
child had continuous croupy breathing, and the question 
arose, What was the cause of it ? The symptom had been 
noticed since birth, and it was rightly thought that it 
might be a case of congenital laryngeal stridor. The child 
died suddenly within a week, and the post-mortem ex- 
amination revealed the presence of laryngeal papilloma. 
I have since seen two cases where there was continuous 
slight croupiness of breathing, and in which removal of a 
papilloma caused the disappearance of the croup.- Lastly, 
bear in mind always the possibility that croupy breathing 
may be the result of inhaling a foreign body. Careful 
attention to the history will generally keep you right 
here, because the onset in such a case is always, of course, 
extremely sudden. 

SCEEAMING. 

Constant screaming is a distressing and not infrequent 
symptom in young children for which you will sometimes 
be consulted. It is usually, I need hardly say, a sign of 
pain, and it will be well for you to keep clearly before your 
minds the chief causes of such pain, so that you may be 
able to make a correct diagnosis, as you sometimes must do, 
by a method of exclusion alone. 

Certainly the commonest cause of pain which results in 
screaming in an infant is colic. You will recognise it by 
the fact that the screaming is accompanied by drawing up 
of the thighs upon the abdomen and kicking of the feet. 
The motions, too, are usually abnormal in one way or 
another. Sometimes the mother or nurse will be able to 
tell you that the screaming ceases with the passage of flatus 
from tHe bowel, and if you get such a history the diagnosis 
cannot be in doubt.- 
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S,e33.al colic, wHoli is far from infrequent in oliildhood, 
may simulate intestinal colic very closely. It is rarely, how- 
ever, so persistent, and you will be able to recognise grains 
of uric acid on the napkins. If the screaming is specially 
associated with the act of micturition you should suspect 
laypearaoitlity of tlae urine, or, in boys, pliimosis. 

£3ira>G£l© is another pretty frequent cause of screaming, 
but usually it will have been noticed that the child puts his 
hand up to his head when the pain and screaming come on. 
Infants who are the subjects of scurvy always scream 
a great deal. Here the screaming tends to come on with 
movement, and one leg or both is kept as still as possible — 
quite different from the restlessness and kicking of colic; 
The screaming of scurvy may be simulated by that due to 
the iLyper^stliesia which is often present in the early 
stages of infantile paralysis (see p. 275), but the 
absence of any thickening of the limb in the latter con- 
dition should keep you right. The screaming of early 
laaeningitis is not likely to lead to error, for it is of 
a peculiar and penetrating character, and is accompanied 
by more or less of head retraction and other signs of irrita- 
tion in the meninges. 

Lastly, if you can find no other cause for the screaming 
it is always well to remember the possibility of mental 
deS.cieXLCy, for some mentally defective children exhibit 
persistent screaming almost from birth without there being 
anything one can discover to account for it; 

SWELLING OF THE ABDOMEN. 

Enlargement of the abdomen is a symptom for which 
children will sometimes be brought to you. The fiist thing 
to bear in mind here is that the abdomen of young infants 
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is normally rather prominent, and an anxious and inex- 
perienced mother is apt to mistake the natural prominence 
for a sign of disease (see p. 7). Assuming that you have 
satisfied yourself that the prominence is really patho- 
logical, you should look next for signs of hearing 

in mind how greatly the abdomen may be enlarged in that 
disease. The reasons for this I have already pointed out 
(p. 164), 

Tubercxilons peritonitis is another frequent 
cause of abdominal enlargement in children of two years 
and upwards, and should be examined for with great care. 
In the exudative form the discovery of ascites will deter- 
mine the diagnosis, whilst in the adhesive variety one must 
examine carefully for lumps or thickened omentum. Mere 
cbromc intestinal dyspepsia with flatulence may 
give rise to considerable and lasting abdominal dLstension, 
but I think it is a good rule to be suspicious of tuberculosis 
in any such case in which appropriate treatment does not 
efiect a speedy improvement. 

UnlargemeiLt of tlie viscera, particularly of 
the spleen or kidney, may cause a general abdominal pro- 
minence. I need not remind you of the main points to be 
attended to in distinguishing a large spleen from a large 
kidney, but would only say here that their differentiation 
is by no means always so easy as the text-books might lead 
you to suppose, and that mistakes in the matter are apt to 
be made even by the most experienced and careful. The 
chief causes of enlargement of the kidney in early life are 
sarcoma and hydronephrosis. Great enlargement of the 
spleen is usually associated in infancy with fl.nfp.min. (see 
Splenic fAnsemia, p. 327), and in later childhood has prob- 
ably often a syphilitic origin. Myeloid leuksemia is an 
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ex^/remdy rare cause of large spleen in the child, and malaria, 
in this country, is also a very uncommon occurrence. 

JAUNDICE. 

The last of the symptoms to which I wish to direct 
your attention to-day is jaundice. This may be a sign of 
several different diseases of the liver, the differential 
diagnosis of which is often a matter of no small difficulty. 
It will be convenient for us to consider the case of infants 
and of older children separately. 

The majority of infants suffer, as you Imow, from a slight 
degree of jaundice coming on a few days after birth, to 
which the term ictonis neosiatoruna. is apphed. 
Usually this is but a trivial affair, lasting only for a week 
or so, but occasionally it may be prolonged for several 
weeks, and in such a case your diagnosis may be in doubt. 
What the cause of this unusually severe development of 
icterus neonatorum may be I cannot tell you, but it is in- 
teresting to note that in at least two cases I have known it 
to be followed by severe and persistent ansemia. Another, 
but very rare, cause of jaundice coming on at or soon 
after birth is congenital oblitai'ation of tlae 1311 ©- 
dllCtS. Usually you wiU have no difficulty in recognismg 
this condition, for it is characterized by a very severe 
degree of icterus with complete absence of bile from the 
stools. The liver, too, is notably enlarged, hard, and irregu- 
lar, and the spleen is palpable. It is a serious condition, 
and usually proves fatal before the end of the second 
month. 

liepatitis — a small-celled irffiltration of 
the liver — ^is a third and not uncommon cause of 'jaundice 
in infancy. It is not always easy to tell it from a severe 
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case of icterus neonatorum, but otlier signs of congenital 
syphilis are usually present, and the liver is definitely 
enlarged. Whether it is ever recovered from I cannot say 
for certain, but I think I have seen cases clear up under 
mercury: In older children by far the commonest form 
of jaundice is the catarrlaBil variety: Do not be sur- 
prised in such cases to find the liver enlarged; It usually 
is so, reaching, perhaps, two or three fingers’ breadths below 
the edge of the ribs, but rarely further. Sometimes it is 
slightly tender as well, l^epaitic is the con- 

dition from which you have to diagnose catarrhal jaundice, 
and it is not always easy to do so. The icterus in such a 
case, however, is usually but slight, and there is a prolonged 
history. Enlargement of the spleen, too, is the rule in 
cirrhosis, whereas it is absent in the catarrhal form. 

Of the less frccjuent forms of jaundice, such, for example, 
as occurs in the course of irafectiire processes, of 
acute yellow atropliy , and other rare diseases, I have 
not time to speak in this lecture. 



liECTURE XXll 

SOME COMMON SYMPTOMS OP 
DISEASE IN CHILDREN AND THEIR DIAGNOSTIC 
SIGNIFICANCE {Continued) 

Gentlemen, — I n my last lecture I took up some aspects 
of disease in cliildren from what one may describe as the 
symptomatic standpoint ; that is to say, I selected certain 
common symptoms, and then tried to make out what their 
diagnostic significance was. I believe that to be an exceed- 
ingly important way of treating a subject. It is essential 
for you to have your medical knowledge ‘ indexed both 
ways in other words, you should be able at examinations, 
given a certain disease, to tell what are its symptoms, and 
you should be able at the bedside, given certain symptoms, 
to say what is the disease. The training which fits you to 
reply to the one set of questions does not always enable 
you to reply to the other. I make no apology, therefore, 
for taking up some more symptoms in the same manner, 
and trying to arrive at an idea of their diagnostic value, 
and shall deal to-day with some symptoms relating to the 
alimentary system. 


ABDOMINAL PAIN. 

Abdominal pain is a very common symptom fn chil- 
dren, and its cause is often difi&cult to determine, 
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because if there be, as there often are, no objective signs of 
disease, you have very little to go upon in forming your 
diagnosis. A child is unable to tell you exactly -where 
the pain is, when it comes on, what is its character, and so 
forth ; and hence you find laoldng in children those guides 
to diagnosis which are often present in the case of abdo- 
minal pain in gro-wn-up persons. There is all the more 
reason, therefore, why you should study carefully what the 
possible causes of abdominal pain are, so that you may 
proceed to your diagnosis by the method of exclusion. 

The first thing I would remark about abdominal pain in 
childhood is that it may be due to causes which are outside 
the abdomen altogether. I would therefore group the first 
set of ca-uses as extra-ahdominal — ^that is to say, cases in 
which pain is referred to in the abdomen, although its site 
of production does not really lie in the abdominal ca-vity at 
aH. One fairly common example of such an extra-abdominal 
cause of pain is spinal caries. The pain of spinal caries, 
travelling along the intercostal nerves, is very often referred 
by the child to the epigastrium, and the first piece of ad-vice 
I would give you is, that when pain is complained of in 
the epigas-trium, you should never omit carefully -to ex- 
amine the vertebral column for signs of disease. Another 
extra-abdominal cause of pain is ple-nrisjr. Dry pleurisy 
is not common in children, but when it does occur the child 
often refers the pain to the pit of the stomach. It may 
therefore be. necessary, in order to exclude this cause, to 
examine the bases of the lungs carefully for friction soimds, 
beca-use it is only when the pleurisy is of the dry varie-ty 
that sufScient pain is produced to give rise to symp-toms. 
Another possible cause of pain referred to the abdomen. 
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but really due to causes outside it, is Mp In 

a few cases the pain of hip disease is referred by the child 
to the iliac fossa, and you are apt to be misled, and to 
think you are dealing with appendix mischief or something 
of that sort, when all the time the seat of the trouble is 
in the hip. You may have to satisfy yourself as to the 
absence of all these causes before you conclude that the 
pain is truly intra- abdominal in character. Before leaving 
this part of the subject I should mention that abdominal 
pain seems sometimes to be of rlietimatic origin, although 
it is uncertain whether its seat in such a case be really 
intra-abdominal or merely in the abdominal wall. The 
pain comes on paroxysmally, starting usually below the 
costal margin on either side, and lasting for a few minutes. 
There may be several such attacks in the course of the day, 
and, after lasting for a few days, they may culminate in 
acute rheumatism. 

Passing now to the causes of abdominal pain which are 
due to disease imide the ahdomindt cavity, I would point 
out that pain of intestinal origin is certainly commoner in 
children than pain of gastric origin. In other words, any 
pain in the abdomen in a child is more likely to be due to 
something wrong with the intestine than to some disorder 
of the stomach. The reason is that children do not often 
suffer much from organic diseases of the stomach. Func- 
tional dyspepsia, I need hardly say, they do suffer from 
to a great extent ; but such organic diseases as ulcer or 
carcinoma of the stomach children do not exhibit, except 
in rare cases. Now, you know that functional dyspepsia 
does not give rise to severe pain ; it causes discomfort, dis- 
tension, sensations of sinking, and so on, but not real pain. 
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With regard to intestinal pain, I should say that the most 
common cause of it is colic, in one or other form. Such 
intestinal pain is often very deceptive, for the reason that 
it may come on immediately after the taking of food. 
You will constantly see children — ^they are usually about 
five to ten years of age — who are brought with the com- 
plaint that there is pain in the abdomen which comes on 
immediately after eating, and you will naturally think that 
the pain must be due to some condition in the stomach 
itself. But you must not allow yourselves to be deceived 
in that way, because it would seem that the entrance of 
food into the stomach often excites peristaltic contractions 
in the intestine, particularly, perhaps, in the colon, which 
contractions give rise in certain patients to a pain which is 
colicky in character. The most conspicuous example of 
such excitation of peristalsis in the large bowel is found 
in the case of lienterio diarrhoea. In that condition, as 
soon as the child takes food there is an immediate tendency 
for an action of the bowels to occur. The food has excited 
a peristaltic contraction in the colon, and that leads to 
defsecation. Similarly, in certain cases, the entrance of 
food into the stomach gives rise to contractions in the 
bowel, such as produce colicky pain. Sometimes a very 
small amoirnt of food will cause it. I have even known 
cases in which the taking of a little milk gave rise to severe 
distress. The pain may be so severe, for instance, that 
the child has to rise from the table and lean agaiust some 
hard object, such as the back of a chair, in order to get 
relief. Purther, you will find that in many cases the kind 
of food that the child eats does influence the pain, that it is 
worse 'after eating hard and comparatively indigestible 
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foods. I suppose that is because such bodies stimulate the 
interior of the stomach much more powerfully than the 
blander forms of nourishment do, and so give rise to more 
powerful reflex impulses. At any rate, all these things 
taken together — the fact that the pain comes on immedi- 
ately aftei eating, and that it is influenced by the nature of 
the food — are apt to lead you into error, and make you 
think it cannot *be pain of intestinal origin, but that it must 
be duo to some disorder of the stomach. But I advise 
you not to be so deceived, and to remember the possibility 
that you are dealing with a purely intestinal pain. Another 
point about these intestinal colicky pains in children is 
that they frequently come on when the child walks quickly. 
Perliaps the commonest circumstance in which they come 
on is hurrying ofl to school after breakfast ; such a pain is 
usually referred to the right iliao fossa, and may be so severe 
as to necessitate sitting down. I do not protend to be able 
to explain why it is that exertion brings on pain of that 
sort, but I think most people suflex occasionally in that 
way, and must have experienced the fact that violent 
exertion, or even hurrying after a meal, is apt to produce 
what is popularly called ‘ a stitch in the side,’ usually on the 
right side, in the region of the ceeoum. 

Slight clzronic appendicitis may be a cause of 
abdominal pain. The position of the pain will draw your 
attention to its possible cause. Appendicitis in childhood 
is by no means a common event. It does occur undoubt- 
edlj’-, but it is relatively not so common as it is in later 
periods of life ; and the younger the child is, the less likely 
is it that you are dealing with any form of appendicitis, 
and the more likely is it to be colic. In trying to confirm 

24 
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or exclude this cause, you will have to palpate the appendix 
region with special care, and note whether there is a point 
of special tenderness between the umhilicus and the anterior 
superior spine on the right side — ^that is to say, over the 
site of the appendix. If you find there is a tender spot 
there, and particularly if the chUd has recurrent febrile 
attacks, your suspicion that it is appendicitis will have 
been confirmed. 

Another cause of occasional pain in the intestines un- 
doubtedly is the presence of worms — ^particularly, I 
think, of round-worms. Now, it would be a mistake to 
suppose that to be a common cause ; still, one does every 
now and then meet with oases in which a child has sufiered 
from intestinal pain, often referred to the region of the 
umbilicus, in which relief has only been experienced after 
the passage of a round-worm, either by the bowel or by 
vomiting. And I think one is bound to conclude that such 
a cause may account for the pain, and that the worms have 
sometimes acted in the way in which a lump of indigestible 
food would act. 

Passing from these intestinal causes, one has to mention 
another possible source of abdominal pain which you are 
apt to overlook — ^namely, pain which is produced ia til© 
urinary tract. By that I mean the pain which arises 
on the passage of uric acid or small stones down the ureters. 
The pain due to this cause may closely simulate intestinal 
coHc. It comes on irregularly ; it is referred usually, if the 
child be able to refer it to any spot, to the lateral region of 
the abdomen, and it often passes down into the groin. 
But in some cases all these aids may be absent, and it will 
be necessary for you to make a careful examination of the 
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urine for the presence of uric or oxalic acid crystals liefore 
you can exclude this cause of obstinate abdominal pain. 

ThCTe remains, lastly, for consideration the pain that is 
of gastric origin. I will put a query against that on 
the board, because I am not certain whether pain of gastric 
origin occurs at all in childhood. Still, one does meet with 
cases where the results of treatment seem to show that the 
pain has been of this nature — cases in which the child has 
complained of pain, as a grown-up person does, a short time 
after food, perhaps one to two hours afterwards, and 
where the pain has been relieved by giving drugs which 
are directed to exert either a soothing effect upon the 
stomach or to neutralize hyperacidity. I had such a case 
not long ago in the person of a little girl who complained 
of pain in the stomach shortly after meals. Examination 
revealed nothing definite, but I treated her with carbonate 
of magnesia, and the pain at once disappeared. I thinlc 
there is reason to suppose that such pain is due to the over- 
production of acid, just as may happen in an adult. But 
I believe such cases are uncommon in children, and in the 
majority of cases you will be wise to suspect that pain 
arising soon after meals is not of gastric but of intestinal 
origin, and inasmuch as colicky pains are more common, 
it is of their treatment that I wish more particularly 
to speak to-day. 

The first thing to he done in dealing with intestinal 
colic is to see that the diet is adjusted in such a way as not 
to produce much fermentation in the intestine, and you 
should therefore see that the food does not contain those 
ingredients which tend to produce large quantities of gas — 

I mean such articles of food as are rich in cellulose^ which 

24—2 
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is the source of marsh, gas in the intestine. You ’will there- 
fore diminate green vegetables, restrict or abolish the con- 
sumption of fruits, and limit all the starchy things in 
general, whilst you may have to increase the amount of 
ammal food in the diet so as to compensate for the 
restrictions in other directions, and insure that the child 
is sufficiently nourished. So much for the dietetic treat- 
ment. 

Now, there is no doubt that some of those cases are aggra- 
vated, if not actually caused, by chilling of the abdomen. 
It is always wise, therefore, to order that the child should 
wear a warm flannel abdominal binder. Lastly, you ’will 
have to consider the question of drugs. Many — perhaps, 
indeed, the majority — of these patients suffer from con- 
stipation. Even when there is no apparent constipation 
it is advisable to begin the treatment by administering 
laxatives, and it is well to combine with these such drugs 
as belladonna or hyoseyamus, which have the power of 
dinoinishing intestinal spasm. I have found a combination 
of cascara and belladonna in the following form very 
useful : Fluid extract of cascara 5 to 10 minims (the dose 
being graduated according to the condition of the bowel), 
tincture of beUadoima 5 minims, aromatic spirits of 
ammonia 15 minims, syrup of ginger J drachm, and pepper- 
mint-water to a couple of drachms. The child takes this 
dose three or four times a day, after meals. You will find 
that the effect of a medicine of that sort is to cause a gentle 
laxative action, and, in addition, belladonna tends to pre- 
vent any griping, and with some such treatment as that 
you ’will, in the majority of your cases, meet with success. 
■Sometimes, however, you will find that the pains persist in 
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spite of all you can do, and if you are face to face -witli a case 
of that sort you may be compelled to fall bacE upon opium. 
Two grains of Dover’s powder night and morning, or 
2 grains three times a day if necessary, -will be found suffi- 
cient in most cases to allay the pain. The disadvantage 
of opium is its constipating tendency, and the fact that it 
has often a depressing efiect upon the digestion. But it is 
curious that where opium is needed, and where it is doing 
good, the constipating tendency is often in abeyance. 
The opium seems to act in such cases simply by relieving 
the irregular peristalsis and spasm of the bowel, and not 
by causing a cessation of the peristalsis altogether. 


DTSPHAaiA. 

I want now to pass on to speak briefly of another 
symptom, one which is far less common, though of con- 
siderable interest, and which will sometimes puzzle you au'! 
occasion you a good deal of trouble in practice ; that is, 
dysphagia in cluldren. Difficulty in swallowing is a subj ect 
which you do not read much about in books which deal with 
diseases of children, but you -will find that it is not a very 
uncommon occurrence in little babies and in children up to, 
though not often beyond, the age of three. By dysphagia 
I mean a difficulty in carrying out the act of swallowing. 
The mother -will tell you that the child takes a mouthful of 
milk, and when it gets to the back of the throat it seems to 
lodge there ; the child makes an abortive attempt at deglu- 
tition, but the milk comes back again out of the mouth, 
very little going down the throat. Your advice is sought 
as to the cause of this, and how it is to be put righ#;. The 
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&st thing to do in a case of this sort is to make sure that 
there is no mechanical obstruction in the throat. The most 
common mecbailical obstacles are congeniidl adc' 
noids — ^which I have repeatedly known to cause difficulty in 
swallowing (p. 386) — and deft falate. I saw not long ago a 
baby in whom this symptom was very well marked. For a 
time it puzzled me. I examined the throat by rather an 
indifferent light, and I thought I saw nothing wrong, and I 
could not understand what the difficulty in swallowing was 
due to. But next time the child was brought to me I had 
a better light, and I saw that there was a bifid uvula. I 
have no doubt that was a sufficient cause for the difficulty 
in swallowing in this case. You will frequently find diffi- 
culty in swallowing in chfidren who suffer from mental 
deficiency. The act of swallowing, like most other co- 
ordinated muscular acts, is acquired with difficulty by those 
children, and if you can see no local cause for the dysphagia 
you should bear in mind the possibility that you are dealing 
with a child who is mentally defective. In older children you 
may find difficulty in swallowing result from paralysis 
cf tlie palate, which may be one of the sequelae of 
diphtheria. It may also be seen in children in whom the 
throat is very irritable and congested, and where there is 
some enlargement of the tonsils. You may find in such a 
case that as soon as a crumb or anything solid gets into the 
child’s throat it excites hawking and retching movements, 
and the child cannot swallow it. Some of these cases are 
exceedingly troublesome, and I remember one in which the 
use of purely liquid food had to be persisted in so long that 
the child became rickety. In some cases difficulty in 
swallowing is due, I believe, to what one must describe as 
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perverseness on the part of the child, or pure 
“ cussedness.” Many children who are accustomed to the 
bottle, especially if they have been allowed to have it too 
long, very much resent the transition to solid food, and they 
show their resentment by hawking and coughing, and spit- 
ting out any solid food which is given to them. I had a 
case in private the other day where the mother was very 
alarmed at this difl&culty. The only plan in such, circum- 
stances is firmness, to insist again and again, no matter how 
often the food is rejected, on the cMld taking it. Some- 
times you can overcome the difficulty by gradually in- 
creasing the consistence of the food; you can begin by 
thickening milk with farinaceous material, and get it gradu- 
ally thicker, until it is practically solid. At any rate, I am 
sure that perseverance in such cases can always overcome 
the trouble. 


VOMITINa. 

I have already considered chronic vomiting as it occurs 
in infants in a previous lecture, and would only remind 
you here that you have to distinguish between (1) ‘ physio- 
logical ’ vomiting, the automatic rejection of excess of milk, 
or what the nurses sometimes call ‘ puking,’ the distinctive 
feature of which is that it is not attended by loss of weight ; 
(2) the vomiting of j^loric spasm; (3) the vomiting of 
indigestion. The difierential diagnosis of these is fully 
considered in Lecture iv. 

After the period of infancy acnte vomiting is much 
more often met with than chronic. It may be due (1) to 
acute indigestion. The history of the taking of an excesave 
or indigestible meal, or of some special article of food, 



376 LECTURES ON DISEASES OF CHILDREN 

will usually keep you right here. The vomiting of acute 
indigestion is not accompanied by fever, but in (2) acute 
gastritis this may be present. Here, again, there "wiil usually 
be a history of some noxious substance having been swal- 
lowed, or of the exposure to cold ; but sometimes you will 
have difficulty in distinguishing it from (3) symftcmaAio 
vomiting, which sets in at the outset of some acute disease. 
Any of the acute specific fevers may be so ushered in,' 
especially scarlet fever, but vomiting is also a very frequent 
symptom at the outset of pneumonia. Meningitis, again, 
is often preceded by voroiting for a short time before any 
other signs develop. A combination of vomiting ■with a 
slow pulse is very suggestive of it. Remember, too, the 
comparative frequency of cer^ral tumour in childhood, and 
in all cases of chronic vomiting examine the optic discs. 
UroEnnic vomiting is not common in children, but there is no 
harm in examining the urine in an obscure case. Gastric 
ulcer and malignant disease, which so often cause vomiting 
in the adult, arc very rarely met with in childhood. 

Recurrent attaclcs of vomiting are sometimes rather 
puzzling. They may be due to so-called ‘ Mlious 
attacks,’ which are closely allied to migraine, and 
may, indeed, be accompanied by severe headache. Such 
cases are almost indistinguishable from the form known 
as ‘ cyclical vomiting'.’ This is a form of vomiting 
met -with in nervous children, and in which the attacks 
recur at more or less regular intervals. Dming the 
attack the child may be quite prostrate, and utterly unable 
to retain anything — even water — on the stomach. The 
pathology of such cases is obscure, and it is uncertain 
whether ‘the nervous system or the liver plays the chief part 
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in tLeiT causation — ^perhaps "botli are concerned. In severe 
cases acetone may be present in the urine, and the odour 
of it recognized in tbe breatb, but whether it is the cause 
or the consequence of the vomiting is disputed. 

As I have not spoken of such cases before, I may add a 
word on their treatment. During the attack there is no 
use in attempting to give food by the mouth. The child 
should be kept warm, ‘and a pint of saline solution injected 
into the bowel night and morning. In one case the vomit' 
ing persisted so long that we were driven to give food by the 
stomach-tube, by which method we succeeded in getting a 
fair quantity retained, and, I believe, saved the child’s life. 
Morphia should be given subcutaneously in severe cases to 
prevent exhaustion, and stimulants, such as caffeine and 
strychnine, used if indications arise. An attempt should be 
made to open the bowels by calomel, but the constipation 
during the attack is apt to be extreme, and sometimes even 
large enemata are powerless to effect an action. If there be 
acetone bodies in the urine, as shown by a port-wine 
reaction to ferric chloride, bicarbonate of soda should be 
given freely, either by the mouth dissolved in iced soda- 
water, or, if it cannot be retained that way, by the 
rectum. 

In order to prevent recurrence of attacks the child should 
live a quiet, regular, open-air life, all excitement and any 
overstrain in lessons being avoided; sugars, starches, 
and nadlk should be cut down in the diet, and regular 
aperients administered, mercurials being specially useftil. 
A judicious use of the bromides is also of help in very 
excitable children. 

iECceX2iateiliesis is not commonly met with in children. 



378 LECTURES ON DISEASES OF CHILDREN 

for the tisual causes of it in the adxilt — cirrhosis, gastric 
ulcer, and malignant disease — are all very rare in the child. 
If, therefore, a child vomits blood there is always a strong 
presumption that the blood has been swallowed. In the 
case of an infant at the breast the blood may be derived 
from a crack in the nipple, and if you are in doubt as to 
whether this be really the source try the effect of a breast- 
pump. I have also known the blood come from the sucking 
of an inflamed gum during teething. True hsematcmesis 
may occur as a sjnmptom of the hsomorrhagio disease of the 
newly-born (see p. 26), and I have also known it take place 
during the violent vomiting associated with pyloric spasm. 
In such oases, however, it is usually of the grumous or 
coffee-groimds variety — ^not profuse. In older children 
hsematemesis is usually a s3rmptom of a blood-state such 
as purpura or leukaemia, but occasionally it results from 
cirrhosis of the liver, and is then a serious symptom. 
Very rarely is it due to ulceration of the stomach. 


ANOREXIA. 

The last symptom I propose to consider with you to-day 
is loss of appetite, or anorexia. A good appetite is so natural 
to a healthy child that any impairment of it at once attracts 
the mother’s attention, and children will often be brought 
to you for this and nothing else. In little babies loss of 
appetite may occur as a temporary matter from aayrtMugr 
wMch upsets tlie child’s health. Vaccination 
and teething are esamples in point. In bottle-fed babies 
the cause may be monotony in the meals, and the 
introduction of a little variety, such as substituting a broth 
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feed for one of milk, or tke addition of a little Mdlin’s Food 
to some of the bottles, may set matters right. Daring the 
process of weaning, again, there may be difficulty in 
getting the child to take ita food, whether the weaning be 
from the breast or the bottle. Here a little firmness is what 
is chiefly needed. 

During the second year of life loss of appetite may occur 
in association with clironic catarrh of the bowel, 
a condition which I have considered at length in an earlier 
lecture (p. 98), and if the child be also rickety, as it often 
is, may constitute a serious obstacle to treatment. The 
treatment is that of the bowel condition. At this age, too, 
profound anorexia may precede the development of 
tuhercxilosis, and is therefore a symptom fraught with 
some anxiety. 

In older children loss of appetite is a common symptom of 
chronic dyspepsia, a condition which we studied in 
detail in Lecture xii. It may, however, be of nervous 
origin. Thus I have known it occur as a manifestation of 
hysteria, and only yield to isolation and the threat of 
the stomach-tube. I remember, too, a little boy of about 
four, who was almost certainly somewhat of a ‘ moral 
imbecile,’ who flatly refused to touch any liq^uid out of a 
cup, and even preferred to be fed nasally, yet who would 
eat solids quite well. Such a case is difficult to classify. 
Occasionally, although very rarely, one meets with refusal 
of food from mala)nchoIia>, just as one does more 
commonly in grown-up patients. I recall such a case 
in the person of a little girl of six, who sufiered from 
severe valvular disease, and who declined to eat * because 
she did not want to got better.’ • Such an undhildlike 



38 o lectures on DISEASES OF CHILDREN 

attitude, however, is fortunately very rare at this time 
of life. 

As regards the treatment of loss of a.ppetite per se, and in 
the absenee of any organic disease, you should try the usual 
alkalis and bitters before meals, along with aperients and 
mercurials. If these fail there is nothing to equal change of 
air, especially to the sea-side, in bringing back the natur^al 
desire for food. This is a remedy which is equally applic- 
able at all ages. 



LECTURE XXIII 

SOME MEDICAL ASPECTS OF ADENOID 
VEGETATIONS IN INFANCY AND CHILDHOOD 

Gentlemen, — I wisli to direct your attention to-day to 
some medical aspects of adenoid vegetations as exliibited 
in the case of infants and young children. I shall assume 
that you are familiar with the local symptoms which are 
due to the presence of adenoid growths, and also with the 
chief surgical complications to which they may give rise — • 
such, for example, as otitis media and other secondary 
suppurative processes — and shall confine my remarks more 
to those diseases which accompany adenoids, and which, 
more strictly speaking, come within the cognisance of the 
physician.’ I do not propose to deal at all with the path- 
ology of adenoids, because that is at present very ill under- 
stood, and I can add nothing to what you already know 
on that aspect of the subject. 

ADENOIDS IN INFANTS. 

It will be convenient, I think, to divide the subject, first 
of all, into adenoids as occurring in infancy on the one hand, 
and in older children on the other. Perhaps it may be a 
surprise to some of you to hear that adenoids occur in 
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infancy at all. Everyone knows that adenoids occur in 
older duldren; But I go furtlier, and say there is reason 
to believe that adenoids may be a cou^enitail abnor- 
mality — ^that is to say, that a child may be bom into the 
world with adenoid growths in its naso-pharynx. In order 
to realize the symptoms that adenoids may produce 
in young children, our best plan will be to look at the clinical 
history of some cases which I have had under observation. 
I shall begin, in the first place, with the simplest symptoms 
to which adenoids may give rise in infancy. For instance, 
a child of five months old was brought to me with a history 
that it had been smiffiLingr at the nose and had difd- 
culty in breathing since the time it was bom. The 
family history was perfectly good, and there was no sus- 
picion of congenital syphilis. On examination the respira- 
tion was laboured, and the lower interspaces were drawn in 
during inspiration. The child had also a markedly adenoid 
facies. On examining the naso-pharynx one found quite 
easily a mass of fibrous adenoids, and after their removal 
the child was brought back with almost complete relief 
from all its symptoms. That would be one of the simplest 
cases of adenoids in infancy, and you will observe that it 
occurred in a child as young as five months. I have seen 
another case in a baby of nine months, which was brought 
on account of discharge from the nose, accompanied by 
occasional epistasis. This child had also a slight bron- 
chitis, which is a very common accompaniment of adenoids 
and marked vegetations in the naso-pharynx. In that 
case, too, the epistaxis and the other symptoms disappeared 
after the naso-pharynx had been cleared out. 

Another group of cases show, as their chief symptom, 
COn^hL. A child only two months old was brought to me 
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on account of a clioldng cougli, whicii came on in parox7sm3; 
(That is worth noting ; it is the typical sort of cough which 
is associated with adenoids in the naso-pharynx.' On 
account of this cough some of the patients with adenoids 
are supposed to be sufiering from whooping-cough.) Eur- 
ther, the cough in this child was invariably accompanied 
by the involuntary passage of faeces, owing, I suppose, to 
the extreme spasm which it caiised. Examination of the 
child showed the lungs to be perfectly healthy, but the 
naso-pharynx was full of adenoid growths. 

Another baby had snoring respiration, and was 
only able to sleep in snatches, out of which he started up 
in a condition of partial asphyxia. During the day he also 
suffered from paroxysms of choking cough, and sweated pro- 
fusely about the head, which is another symptom not infre- 
quently associated with adenoid growths in infancy. In this 
case also great and immediate relief followed operation. 

Another class of case exhibits stridtilons braatMugr 
as the chief characteristic. A baby eighteen months old 
was brought to me for a ‘ catch in the breath,’ which came 
on at intervals during the day and was also present during 
sleep. The veins of the head and scalp were distended, 
particularly at night, and there were moist sounds in the 
lungs. The child had enlarged tonsils and adenoids. I 
subsequently heard that he died suddenly a day or two 
after I saw him, and before operation was peformed. I 
have known that occur in another instance, but in the 
majority of oases one finds that the stridulous respiration 
is much slighter in degree, and the children after having 
been submitted to operation make a good recovery; 

Another class of case is that in which the child has 
dlfflcnlty in swallowing*. A child skteen months 
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old was brought oa account of difficulty in swallowing, this 
difficulty having been observed for a long titne.' The trouble 
was found to be greatest in the case of liquids, and on that 
account the child experienced difficulty in taking the bottle, 
and had to be fed by means of a spoon, and then the fluid 
tended to run down the side of the mouth unless the head 
was held very much back. Examination showed that the 
tonsils were enlarged, and there was a mass of adenoids in 
the naso-pharynx. The throat was operated upon, and 
when the child was seen two months later the mother re- 
ported that there was very great improvement. Another 
child, three years and six months old, had the same diffi- 
culty ia swallowing, which dated from an attack of 
measles one year previously. The patient suSered also 
from deafness. The naso-pharynx was full of adenoids, 
and there was some enlargement of the tonsils. That child 
has been operated upon, but I do not yet know to what 
extent the symptoms have improved. 

You will see from a recital of these cases that the 
symptoms of adenoid growths in infancy may 
be very various. They may be divided into three groups. 
First, there are those in which the chief complaint is snufl- 
ling and nasal discharge, occasionally accompanied by 
epistaris. The second group is that in which the chief 
complaint is dyspnoea, often paroxysmal in character, and 
the breathing is definitely stridulous, frequently accom- 
panied by attacks of choking cough. The third group 
comprises those iu which the difficulty complained of is 
associated with swallowing, and especially with the swallow- 
ing of liquids.' 

The '^presence of adenoids in each of these groups may 

fiimiaate other medical diseases, and it is on 
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tliat account that they are particularly interesting to the 
physician; For instance, where there is nasal discharge, 
snuffling, and epistaxis, one has to distinguish between 
adenoids and sypMIis. You know that 

one of the symptoms of congenital syphilis is snuffling and 
the discharge of ichorous fluid from the nose, and there 
may occasionally be a little bleeding. Under such circum- 
stances it is often difficult to tell whether the discharge 
and snuffling are due to congenital syphilis or to the pre- 
sence of adenoids in the naso-pharynx. The only way to 
settle the matter is to make careful inquiry into the family 
history and to look for other signs of congenital syphilis 
besides those in the nose. In addition, I think the dis- 
charge from the nose due to the presence of adenoids begins 
sooner after birth than it does from congenital syphilisj 
You may know that there is a distinct interval between 
birth and the appearance of the discharge of congenital 
syphilis, and sometimes that interval amounts to several 
weeks. But the snuffling and discharge from the presence 
of adenoids may begin immediately after birth. You might 
think that a local examination of the naso-pharynx ought 
to settle the matter, but, unfortunately, it is difficult to 
examine the naso-pharynx of children satisfactorily. If 
any of you have tried it you must have noticed that there 
is an extremely small space between the soft palate and the 
posterior wall of the pharynx in a young infant, so that you 
can hardly get your finger up behind the nose. So one can 
only infer the presence of adenoids in them from the 
symptoms ; one caimot, as is the case with older children 
and adults, make certain of it by digital examination; 
Anything like posterior rhinoscopy, I need hardly® say, is 
qmte impossible in young infants. 
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Anotlier medical disease whioli may be simtdated by 
these growths is the condition known as COSigfejQitail 
laryng'eal stridor, which I have described to you before 
(p. 242). How the presence of congenital adenoids leads 
to the stridulous respiration I am not prepared to say, but 
there can be no doubt whatever that congenital adenoids 
do lead to that, for not only is it illustrated by the oases I 
have mentioned, but naany other observers have recorded 
a similar condition. There was a ease reported some time 
ago in the Law:et*‘ by Dr. Eustace Smith, in which the 
symptoms disappeared immediately after the removal of 
the adenoids.f 

Now we come to the third group, those in which the chief 
difficulty is that of swallowing. These are an interesting 
group, as they may lead to serious malnutrition. I have 
seen cases of marked wasting in young infants brought 
about by tliis di^oxilty m swallowing niilk. The 
child is unable to suck the bottle, and has to be fed by the 
spoon, and that is often found inadequate. The mechanism 
of these cases is easy to understand. ¥/hen the naso- 
jffiarynx is blocked by a mass of adenoids it is impossible 
for the child to breathe through the nose white sucking. 
He has only the mouth to both breathe and suck by, and 
consequently, when he is using the mouth for sucldng he 
cannot be using it for breathing, and gets short of breath, 
and thereupon instantly ceases to suck. Accordingly, he 
gives up the bottle in despair, and all attempts to feed such 
a child by the bottle end in failure. Even the feeding by 

* 1898, i., p. 783. 

t See also Lack [Journal of Laryngology, 1893, xiii. p. 303) ; Lubet 
B.arbon (fievue des Haladies de VJSnfcmee, 1891, ix., p. 499); Huber 
{Archives of Pediatrics, 1894, xi., p. 38) ; and Coupard [Joum. de Mid. 

Bruxelles^ 1888, Ixxxvi., p, 147). 
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means of a spoon in such cases may be difficult, because I 
think the presence of adenoids interferes mechanically with 
swallowing — ^that is to say, not merely through the respira- 
tion, but by opposing mechanical obstacles to the act of 
deglutition- One way in which you can imagine that hap- 
pening is that the mass of adenoids may prevent the eleva- 
tion of the soft palate into the naso-pharyns:, which is a 
normal occurrence during healthy deglutition. This diffi- 
culty in swallowing may sometimes be extremely marked. 
I remember a case which was brought to this hospital, and 
was under the care of one of my colleagues, in which the 
difficulty was so marked that the child could only swallow 
when it held its head very far back, like a bird. You have, 
perhaps, noticed that when a bird drinks it takes a mouthful 
and then holds its head back in order to swallow it. In 
the case of this child other children had given it things to' 
drink so as to have the fun of watching it throw its head 
back in order to swallow them* That child had a con- 
siderable growth of adenoids, and the condition improved 
very much after they were removed. 

I should add that some writers have described refias: 
nervous troubles as the result of adenoids in in- 
fancy. Amongst these are convulsions, tetany, laryn- 
gismus, and vomiting. A good example of the first of 
these has been described by Dun.’*® A baby five months 
old had had convulsions for three months, the attacks 
being at first infrequent — once or twice a week — but had 
increased later on in spite of treatment until they numbered 
four or five each day. No cause for the convulsions could 
be ascertained, but there had been occasional slight nasal 
discharge, and the baby snored when laid on hts back. 
The naso- pharynx was scraped, and the convulsions straight- 
* Brit, Med. Joum.^ 1900, ii., p. 590. 
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way ceased. Tliat is a very strildag case whieli it will be 
well fox you to bear in mind. 

So mucb for the occurrence of adenoids in young infants; 
They may lead to symptoms which it may be difficult to 
diagnose from those due to other medical diseases, and 
they are symptoms which may lead to serious impairment 
of health. 


ADENOIDS IN OLDEE CHILDEEN. 

Now, when we pass to older children we find the condition 
is much easier to study, because in their case you can make 
certain of the existence of adenoids by digital examination; 
I need hardly remind you of the enormous frequency of 
adenoids in children up to the age of puberty. After that 
age they tend to disappear spontaneously. But children 
at the period of the second dentition suffer from adenoid 
growths with great frequency, and the danger is lest one 
shotdd take an exaggerated view of the presence of these 
growths. Some of you who have attended my out-patients 
may think I am inclined to overestimate the importance 
of adenoids in children and the part which they play in 
medical diseases, and after the recent pronouncement of 
such an eminent specialist as Sir Felix Semon, perhaps it 
requires some little courage to maintain that adenoids 
produce remote or medical effects at all. Yet I think 
no one can see much of disease in children without being 
convinced of the frequency of such a condition, and the fact 
that it seems to stand in causal relationship to certain re- 
mote symptoms in many instances. I can only advance 
the histories of certain cases in proof of this statement. 

Let U8 consider, first of all, the relationship of adenoids 
in older children to diseases of the respiratory system, because 
it is upon the respiratory system that the consequences of 
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adenoids moat directly fall. Now, the fixst respiratory 
disease which it is importanb you should recognise as a 
common consequence of adenoids is simple bSTOHCllitis. 
You will frequently have children brought to you with 
severe cough, and on examining the lungs you will find a 
few moist sounds at the bases. Such children will be 
found to be mouth-breathers and snorers at night. It is 
not difiioult to see how adenoids lead to bronchitis. What 
is the normal function of the nose ? It has been calculated 
that the nose yields up to the inspired air as much as two 
quarts of water in twenty-four hours it adds that quan- 
tity of water vapour to the air which we inspire besides 
warming it up to the body temperature. It has also been 
calculated by Dr. St. Clair Thomson and Dr. Hewlett that 
1,600 micro-organisms are inspired every hour, and that 
sometimes this quantity is enormously increased. Yet 
when you come to examine the mucous membrane of the 
trachea you find that it is practically sterile — ^that is to 
say, the micro-organisms do not get beyond the outer 
passages. Thus it will be seen that the function of the 
nose is to moisten the air and to sterilize it, and if the nose 
is obstructed, as it is in marked adenoids, these two func- 
tions are imperfectly performed, and the child is breathing 
an unduly dry air, which is, moreover, insufficiently steril- 
ized, and the consequence of that may be that the lining 
membrane of the tubes gets irritated, and the child develops 
bronchitis. If you are going to treat a case of bronchitis 
of that sort successfully you must first see that the upper 
air-passages are rendered patent. 

Another respiratory condition definitely associated with 
adenoids in certain cases is asthma. I recognise that I 
am here on more dangerous ground, because asthma is one 
* Mayo ColliQT, Journal of Laryngology, 1901, xvi., p. 21, 
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of those reflex neuroses the occurrence of which is apt to be 
exaggerated. I shall have to mention one or two reflex 
neuroses which arise not uncommonly in patients who are 
the subject of blockage of the nose or naso-pharynx, and 
one of those I certainly think is asthma. Take these two 
cases. A girl, aged eight years, was brought to me not long 
ago with the complaint that she had suffered from asthma 
since infancy. On examination the chest was found to he 
flat and badly developed, and there were a few moist sounds 
at the base of each lung, as well as an extreme development 
of adenoids in the naso-pharynx. The adenoids were re- 
moved and no other treatment was adopted, and four 
months after the operation it was reported that she was 
perfectly free from the attacks. Another patient was a 
boy of six years and three months, who, since three and a 
half years of age, had been treated for asthma, but without 
any real benefit. The mother stated that he had a severe 
attack of nocturnal dyspnoea lasting for several hours 
occurring once a week. He had excessive enlargement of 
the tonsfls and a large mass of adenoids. He also was 
operated upon without the adoption of other treatment. 
Three months later the mother reported that he was almost 
free from attacks except when he had a cold in his head. 
Without mentioning other cases in which there seemed to 
be a definite relationship between adenoids and asthma, 
those that I have referred to are quite conclusive. I admit 
there are cases of asthma and adenoids in which re- 
moval of the adenoids does not seem to cure — that is to 
say, if you find adenoids and asthma co-existing you cannot 
promise that removal of the adenoids will invariably cure 
the asthma; I had a very interesting case illustrating 
that point. It was that of a child five or six years of age 
who suffered from asthma. He lived in the country, 



ADENOIDS AND ASTHMA 391 

and liad suffered practically all his life from the disease. 
Unquestionably he also had a large mass of adenoids. Ho 
was brought to the hospital here, and when I saw him I 
recognised the presence of these adenoid growths, and I 
advised that they should be removed. This was done, and 
he remained in London several weeks. During that time 
he was practically free from attacks. Of course, I naturally 
concluded that the operation had cured the asthma, and 
he went back to his home in the country.- I followed the 
case up, and I found that immediately he got back there 
the attacks of asthma recurred. This, therefore, seemed 
to be one of those cases in which the asthma only came on 
in certain localities, the child having been bom in a locality 
which produced it in him. In London he remained free from 
attacks. These cases are not infrequent, and you may be 
easily deceived by them.- The mere presence of adenoids 
does not insure that removal of them will cure the accom- 
panying asthma. 

The next system which may be affected by the presence 
of adenoids is the dlimmtary. Those of you who have seen 
much of children’s diseases, especially in the out-pa-tient 
department here, must have been struck by the fact that 
perhaps the majority of the cases of adenoids which one sees 
in children after the second dentition occur in those who 
are dyspeptic, and in those who suffer from that particular 
form of dyspepsia which I described in an earlier 
lecture (Lecture xii.). It is difficult to be sure of what 
the relationship is between adenoids and dyspepsia. Some 
people go so far as to say that the constant swallowing into 
the stomach of the mucus secreted by the adenoids main- 
tains a condi-fcion of dyspepsia. The only way of settling 
the matter would be to treat some of those cases by putting 
the naso-pharynx into a healthy condition, and observing 
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what the effect was upon the stomach. That I have not 
done, but I hope to carry out the treatment on these lines 
in other cases, with the view of seeing what the relation 
is between the adenoids on the one hand, and the 
dyspepsia on the other. But certainly in these cases it is 
extremely important to recognise the existence of adenoids 
because of the very frequent mistake which is made in 
regarding them as cases of pulmonary tuberculosis. 

The next system which may be involved in cases in which 
adenoids are present is the nervous system, and we have a 
large number of cases of nervous disorders associated with, 
and I think in many cases causally associated with, adenoids 
in the naso-pharynx. 

To the first group belong cases of general mentEtl 
duluess or hebetude. That is a condition — the name 
‘ aprosexia ’ has been applied to it — which implies inability 
to concentrate the attention properly. If you go into any 
of the special classes which are formed in the London 
Elementary Schools for backward children, you can pick out 
at once a large number of cases which suffer from adenoids; 
The way in which adenoids may produce this mental 
dulness or backwardness has been much disputed. Some 
people have supposed that the adenoids interfere with the 
proper return of lymph from the brain. They believe that 
the lymphatics passing from the brain are blocked, and 
that therefore the brain is kept bathed in the products of 
its own metabolism, and in that way its proper action is 
interfered with. Perhaps that theory is rather far-fetched. 
A simpler view is that the mental dulness in these cases is 
due to inability to hear well, that the pupil never properly 
hears what the teacher says. Such children are not, 
strictly speaking, deaf ; they hear noises, but they do not 
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adequately distinguisli words, particularly if they are at 
a little distance away, and hence they become backward 
in their class. Another theory seeking to explain an 
association between adenoids and this backward condition 
is that the brain is kept constantly in a state of partial 
asphyxia from the blood not being sufficiently oxygenated. 
Whatever the true cause is, there can be no doubt of the 
great frequency with which one finds this general mental 
dulness associated with adenoids. In all cases in which 
you axe consulted about a child who is backward at school 
examine the naso-pharynx, and at the same time examine 
the ears. You will find in quite a large proportion of them 
that the interference with hearing is due to the presence of 
adenoids, and I can assure you, from my own experience, 
that many of them have been greatly improved by having 
the throat cleared out. I have that on the evidence of 
teachers in those special classes to which I have referred. 

Another neurosis which may arise from the presence of 
adenoids is terrors. It is not quite so easy in this 

case to explain the association, and the cases are compli- 
cated by the fact that in the majority of them there is that 
form of dyspepsia which I have already spoken of present 
as well. It is difficult to assign a proper share in producing 
the night terrors to the dyspepsia and to the adenoids re- 
spectively, but I have seen cases in which removal of the 
adenoids alone produced a great improvement in the night 
terrors. Rey has recorded * the case of a girl who was 
operated upon on five successive occasions for adenoids, 
and in every case this immediately relieved the night 
terrors, which only recurred with the recurrence of the 
adenoids themselves. That is a fairly conclusi-vb case in 
* Jahrhuchf, Kinderhcilk.^ 1897, xlv., p. 316. 
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regard to tlie association of tlie two. Certainly in the 
case of any oliild who comes under your observation with 
night terrors you should attend to the state of the naso- 
pharynx in addition to treating the general health. The 
proper way to do this is not to give nerve sedatives, such 
as bromides and chloral. The necessary thing is to attend 
to the digestive organs, and particularly to give the patients 
aperients. 

Allied to night terrors is another neurosis, namely, 
nocturnal incontinence of iirine. That is a 
condition which, beyond all doubt, is often mairdained 
by the presence of adenoids, if, indeed, it is not actually 
caused by them. The first ease of this sort that I 
saw was an instructive one, that of a boy in a Home 
in the east of London, who had suffered from nocturnal 
incontinence of urine nearly all his life. Ho was sent 
to me by the superintendent of the Home to see what 
could be done for him. I found he was a typical mouth 
breather, that he snored at night, and that he had a 
large mass of adenoids and enlarged tonsils. His throat 
was operated upon, and almost immediately the nocturnal 
incontinence ceased and did not recur. Similar cases have 
been recorded in large numbers by various other writers. 
The relation was first pointed out by Major in 188-t, and 
was confirmed by other German writers subsequently ; 
and Grdnbech has recorded 23 cases in which adenoids 
were operated upon, and of which twelve were fully 
cured, five were improved, two were somewhat benefited, 
three remained as they were, and one was lost sight 
of. Huber, in America, found f that out of 427 cases 

Arch./, Laryngol. %inil Rhinol,^ 1S95, ii., p. 214. 

Abstract in Medical Itcvicto, 1900, iii., p. 182. 
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of adenoids sixty-one had incontinence, and in thirty-nine 
of them removal of the adenoids "was followed in twenty- 
six by complete cure and in eleven by great improvement. 
So if you have a case of enuresis, certainly adenoids should 
be looked for, and if they are found they should bo re- 
moved. 

Amongst other and rarer forms of nervous disturbances 
to which adenoids may give rise one is defect of speecli. 
I have seen several cases of adenoids associated with difiS.- 
culty in speech. Usually these cases occur in young chil- 
dren, and in the majority of them there is reason to suppose 
that the adenoids have been congenital. A child of two 
years of age was brought to me because he was unable to 
use words at all. He seemed mentally quite bright, and 
apparently heard ordinary sounds well enough, and the 
only thing which could be found amiss was the presence of 
extensive adenoid growths. Operation produced partial 
improvement, but one found some time afterwards that 
the growths had recurred. That child has since been oper- 
ated upon again, and it will be interesting to follow the 
case up and see what improvement of speech follows the 
operation. I do not know what the difficulty in the speech 
is due to in those cases ; it may be that the child does not 
hear words spoken by other people sufficiently clearly to 
enable him to imitate them. 

Another minor neurosis which may accompany adenoids 
is lieadaclld. It is usually frontal, and is probably due 
to interference with the proper ventilation of the air sinuses. 
Such headache is frequent in adenoids. Dr. Crowley* went 
through a large number of cases, amounting to some hun- 
dreds, which had been operated upon here, and in 55 per 
* Fedmtrics, 1897, iii., p. 385. 
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cent, of them he found there was a history of headache, 
which had been cured by operation in about 50 per cent. 
Vomiting has been recorded as one of the rarer forms of 
neurosis, particularly by Breton.* He describes recurrent 
voroiting in a child which was cured by removal of adenoids. 
I have not seen such a case, but the peculiar spasmodic 
cough which adenoids give rise to frequently ends in retch- 
ing, if not in actual vomiting. Torticollis is another 
and rarer condition which has been reported to be cured 
by the removal of adenoids. Gillette records three cases, t 
A still rarer form of neurosis of which I have seen one ex- 
ample only, which seemed to be due to adenoids, is Cit&xy 
or staggering. I remember a child, aged three years, who 
was brought to me with the complaint that he was wasting, 
had attacks of nose bleeding, and was very backward of 
speech, and apparently did not hear well. The child had 
excessive adenoids, and the typical adenoid facies, mouth 
breathing, and other symptoms, I did not have the throat 
operated upon at once. Soon afterwards the child developed 
ataxy, and staggered about as if he were intoxicated. This 
ataxy became more marked after the lapse of a few days, 
tmtil eventually he was hardly able to stand at all. He 
was then taken into the hospital, and on examining him 
more carefully one found that he had marked indrawing 
of the tympanic membranes. There was no sign of cere- 
bellar disease — that is to say, no optic neuritis and no vomit- 
ing, neither was there any complaint of headache. The 
case was watched for some time, but did not improve. It 
was rather puzzling to know what the ataxy could be due 
to, and one thought it worth while to remove the adenoids 

* Ilev. mcnmelle des Malculies da rEiifance, 18, p. 235. 

t Abstract ia Pediatrics, 1896, ii., p. 510. 
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on the theory that the indrawing of the tympanic mem- 
brane was affecting the semicircular canals. You know 
that a person with a large quantity of wax in the ear may 
suffer from acute staggering, and I thought it might be the 
same with this child. The adenoids were completely re- 
moved, and then the ears were inflated. Improvement 
began almost at once and continued steadily. The opera- 
tion was performed nearly a year ago, and when I saw him 
quite recently he was in practically a perfect state of health, 
and I was told that there had been no tendency to ataxy 
since he left the hospital. I do not wish to claim that this 
was a case of ataxy due to adenoids, but I think it is very 
suggestive, as the improvement began immediately after 
operation. 

Such, gentlemen, are some of the medical diseases which 
may be simulated or caused by adenoids, and the question 
is what degree of importance one should attach to the 
presence of adenoids in any given case. And here again I 
warn you against the dangers of exaggeration. I do not 
want to say for a moment that all those cases which I have 
mentioned wore directly caused by adenoids, but they were 
all, as such cases very frequently are, associated with ade- 
noids ; and in many of them when you remove the adenoids 
the other symptoms disappear. It is perfectly true that you 
can, in the majority of cases, find a j)i’ecbsposing cause for 
the bronchitis, or night terrors, or vrhatever it is, as well, 
yet in many of them one can fairly regard post-nasal 
growths as an exciting cause, and if you remove the growths 
great improvement follows. 
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TEEATMBNT, 

Into tlie technique of the operation for the removal of 
adenoids I do not propose to enter. Bat one may say a 
word as to wlien operation Is indicated. I do not 
wish you to understand that in all cases such as I have 
described if you find adenoids you should proceed to re- 
moval at once. I think it is safer, unless the symptoms 
are extreme, to try simpler measures first. Mr. Arbuthnot 
Lane has recommended respiratory esiercises in the 
treatment of these conditions, and has said that if one has 
recourse to them systematically and persistently operation 
is in many cases unnecessary. Of such a line of treatment 
I have had little experience, because in the out-patient 
department of a hospital it is almost impossible to get it 
carried out with sufficient thoroughness and persistency 
to afford a reasonable chance of success. In ordinary out- 
patient practice I think the best plan is to try, first of all, 
ordinary cleansing of the nose. Very often one finds that 
symptoms are not due merely to the adenoids, but to their 
producing an excessive secretion of mucus, which becomes 
dry and causes blocking. If you can remove that, the 
adenoids of themselves may not be sufficient to produce 
serious symptoms. One of the best things for this Ls the 
nasal doiiclie. A solution of borax (1 drachm to the 
pint) is a mild and fairly good solvent of mucus, and this 
is injected up the nostril and allowed to run out by the 
mouth, so as to wash out the nasal cavity. In many 
cases this has resulted in a large degree of improvement. 
In any case, if you intend to proceed to operation it is 
well to Submit the patient to such treatment before the 
operation is undertaken. One is less likely to get sepsis 
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afterwards if one has first taken the trouble to see that the 
nasal passages are reasonably clean. 

With regard to the operation itself, you must be pre- 
pared occasionally for failure — ^that is to say, you must be 
prepared for the possible recurrence of symptoms. When 
first I directed my attention to this subject I used to think 
that in many of the cases in which the operation seemed to 
fail the removal of the adenoids had been incompletely 
carried out. But now I think that is probably not correct; 
In many cases I am certain that the adenoids recurred, and 
I think one may go further and say that the younger the 
child the more likely such recurrence is to take place, and 
it is often well to prepare the parents for that, and to tell 
them that you may require to perform two or three opera- 
tions before you get a satisfactory result. It was found by 
Dr. Crowley that of the cases operated upon here, quite a 
considerable proportion showed recurrence, although there 
was no reason to suppose that the operation had not been 
completely performed. So if one finds that the symptoms are 
not relieved by the first operation it is not fair to blame the 
surgeon and allege that he has not done his work properly. 

Another cause for apparent failure from operation may be 
that the nasal passages are abnormal. There is nothing 
commoner than for adenoids to be associated with some 
other cause of blocking in the nose, such as enlargement 
of the inferior turbinated bones, or a disordered condition 
of the septum, and so on. And, of course, you cannot expect 
in these cases that mere removal of obstruction behind will 
result in much improvement so long as the anterior obstruc- 
tion still exists. So in some of these cases it may be neces- 
sary to attend to the state of the anterior naros a^ well as 
to remove the adenoids. 
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Lastly, tlLough in many cases operation may be expected 
to cure those cases by itself, yon must never forget to 
treat tlie ts-nderlyrng* condition which is so often 
present. Adenoids may certainly be regarded as a symp- 
tom of ill-health, and whilst treating the local disease, you 
must attend also to the general condition. These children 
frequently want tonics of different sorts, particularly iron, 
and they also require attention to the stomach. Many of 
them, too, are much benefited by a change of air. In other 
words, whilst you are attending to the exciting cause of 
their symptoms you must never forget to give attention 
also to the predisposing cause which is usually a delicate 
condition in the child. 



LECTUBE XXIV 

SOME OF THE COMMONER SKIN DISEASES 
OF INFANCY AND CHILDHOOD 

Gentlemen, — Diseases of tlie skin are, I am afraid, rather 
uninteresting, and in childhood, at all events, they are 
fortunately very rarely in any way dangerous to life or even 
to health ; but as their treatment will undoubtedly cause 
you a good deal of trouble in practice, I thought it might be 
well to devote a lecture to them. I shall deal with the 
subject mainly from the point of view of treatment, for I 
can profess to none of the specialist’s knowledge of the 
pathology of cutaneous diseases. 

It has to be recognized at the outset that in children the 
skin is peculiarly apt to suffer from disease of one sort or 
another, and that for several reasons. In the first place, it 
is of a softer and more delicate texture than it is in the 
adult, and therefore more prone to suffer from the conse- 
quences of mechanical or chemical irritation. In the second 
place, owing to the relatively larger surface of the child, and 
the important part which the skin plays in the regulation of 
temperature, it is subject to great fluctuations in its blood- 
supply, which must predispose it to suffer from inflam- 
matory processes. Thirdly, the vessels of the skin are 
apparently under less efficient nervous control in early life 
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than they are in the adult, so that diseases of nexiro- 
■vasonlar origin, such as urticaria, and the erythemata, and 
reflex congestions (the result of digestive disorders), occur 
more readily than in later life. Lastly, children are more 
subject to the attack of parasites and to the consequences 
of a lack of cleanliness than grown-up people, whilst their 
intimate contact with each other in school and at their 
games renders them specially prone to contagion. If you 
bear these points in mind it may help you to take measures 
to prevent the development of cutaneous diseases amongst 
any children who may be under your care. 

When you are confronted with any case of sMn eruption 
in a child, it is well before proceeding any farther to ask 
yourself three questions : (1) Is it the eruption of one of the 
speciflo fevers 1 (2) Is it the result of a drug ? (3) Is it 

due to an insect or parasite 1 

SPECIFIC, DRUG, AND PARASITIC RASHES. 

1. In answering the first of these questions the ther- 
mometer should keep you right. Be suspicious of any 
eruption which is accompanied by fever. 

2. To dispose of the second question you must inquire 
what medicines, if any, the child has been taking. Now, 
almost any drug may, in a child which happens to have an 
idiosyncrasy to it, produce some sort of cutaneous eruption, 
but some are met with more frequently than others. 
Antipyriu, for instance, produces an erythema fairly often. 
A copaiba rash may very closely simulate measles or scarla- 
tina, and I have even kno^vn it to be accompanied by some 
pyrexia ; but, fortunately, copaiba is not often administered 
to children. Conamonest, perhaps, and certahily the most 
serious of all, is a bromide rash. In little babies a bromide 
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rash presents quite distinctive feattures. It is not — ^as it 
is in the adult — pustular, but consists of curious fleshy 
papules, sometimes almost cauliflower-like, which are scat- 
tered discretely over the body, but with a special tendency 
to afieot the head and face (Fig. 64). They are not 
mdined to suppurate, but pursue- an indolent course, and 
when they disappear leave scars behind. The true cause 
of such an eruption is very apt to escape recognition. 

3. As regards the rashes produced by insects and para- 
sites, I would remind you not to mistake the results of the 
flea or other bites for purpura, as I have known done 
more than once. The presence of a darker puncture in the 
centre of each spot in the case of bites should prevent such 
an error. Mosquito or midge bites may produce rather 
puzzling appearances, and, as I shall have occasion to point 
out farther on, they may closely simxdate an erythema 
nodosum. Scabies as it aflects children I shall refer to 
later. It is characteristic of all these rashes produced by 
insects and parasites that they itch, and in a doubtful case 
this may be of diagnostic value. 

INTERTBIGO. 

Perhaps the simplest form of skin disease is that super- 
ficial form of dermatitis which we speak of as intertrigo. 
The appearance of this is too well known to all of you to need 
any special description, but, as its name implies, it is the 
result of a fretting or galling of the skin by some superficial 
irritation. Such irritation may be brought about by the 
excreta, in which case extensive intertrigo may occur over 
the parts covered by the napkins, whence it may spread to 
the backs of the legs and the heels, from their being drawn 
up towards the buttocks during attacks of colic. It is also 
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met -with, ustially in fat babies, from irritation by decom- 
position of the secretions of the skin wherever two cutaneous 
surfaces are in contact — ^as, for example, behind the ears, in 
the transverse folds of the neck, or, more rarely, in the 
axillse. 

The diagnosis of simple intertrigo is not usually a 
difficult matter, but it is not always easy to tell it when it is 
confined to the buttocks and perinaeum from the rash of 
congenital syphilis. The fact, however, that it is limited 
to those parts which are covered by, or in contact with, the 
napkins, that there is no eruption on the palms or soles, 
that the eruption is bright red instead of being reddish- 
brown or ‘ coppery,’ along with the absence of other evi- 
dences of congenital specific disease, should keep you right. 

In the treatment of intertrigo cleanliness is of the 
first importance. The mildest soaps, however, should be 
used, and in some cases it may be advisable to dispense with 
their use altogether, and to use oatmeal or bran instead. 
An antiseptic dusting powder, of which there are now so 
many excellent forms on the market, should be applied 
wherever two skin surfaces touch, or they may be separated 
by a piece of linen spread with zinc ointment. The inter- 
trigo which occurs behind the ear is apt to be very resistant 
to treatment, and it is often a good plan in such a case to 
paint over the affected area a solution of nitrate of silver 
in sweet spirits of nitre (16 grains to the ounce). This 
produces a little momentary smarting, but its application 
is soon followed by a drjdng up of the oozing surface, and 
the formation of a protecting peUicle, under which healing 
quickly takes place. 

In treating the intertrigo which occurs under the napkins 
the first step is to deprive the excreta of their irritating 
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properties. You will often find that the baby in such a 
case is being overfed, and some reduction in the amount or 
frequency of the feeds is necessary. The use of starchy 
foods, too, must be stopped, for undigested starch leads to 
the formation of acid stools, which are very irritating. If 
there be any looseness of the bowels, a few grains of aro- 
matic chalk should be administered two or three times in 
the da,y. If the motions are curdy without being loose, 
small doses of rhubarb and soda may be given instead. 
Locally great care should be taken to keep the parts clean. 
The napkins should be changed as soon as they are soiled, 
and dusting powder or zinc ointment applied to the affected 
parts. 

ECZEMA. 

Closely allied to intertrigo, and, indeed, sometimes arising 
out of it, is eczema. The characteristic form in which this 
affection manifests itself in childhood is eczema of tlie 
face and. lieaS. Now, I think you will find that eczema 
specially tends to attack babies of a particular type. There 
is really quite an extraordinary resemblance between 
eczematous babies. Briefly I may say that they are nearly 
always well-nourished infants, with a fine, smooth, white 
sldn, light blue eyes, and fair hair — quite an attractive type 
of baby, in fact — ^which makes their being the victims of this 
disfiguring complaint all the more pathetic. I suppose the 
meaning of it is that it is the very fineness of their sldn 
which makes it subject to the form of catarrh we call 
eczema. The disease usually begins over the malar bones, 
and spreads upwards over the scalp, and downwards over 
the rest of the face and upper part of the trunk. In its full- 
blown form it manifests itself by redness and oozing, with 
much local heat, so that when a moist dressing is removed 
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you mil often find it steaming hot. The serous fluid which 
exudes from the surface speedily dries into a yellowish cake 
or crust, which may cover the whole scalp and face, and 
from which the light blue eyes peer out with a clearness and 
brightness which is sharpened by contrast with the loath- 
some frame in which they are set. 

I have indicated my belief that the predisposing cause 
of tMg form of ecsema is the possession by the child 
of a t3rpe of slda which is peculiarly susceptible to irritation ; 
but if you ask me what the exciting cause, the actual starter, 
of the eczema in these cases is, I must confess my ignorance. 
You will hear it attributed by doctors to some fault in the 
diet, and by mothers to ‘ teething.’ As regards the former 
of these opinions, I can only say that my experience is not 
in harmony with it. In many — perhaps the majority — of 
such oases the infant is being fed at the breast, and is in 
every way a well-nourished child who has no digestive 
disturbance at all. If food does play any part in the pro- 
cess, I am convinced that it is more often the quantity 
than the quality of the diet which is at fault, and that if 
you make any alteration in the feeding, it should be in the 
direction of reducing the amount of the feeds. As regards 
the question of teething, I can only say that, whilst I do 
not believe that by itself teething often causes eczema, yet 
there can be no doubt that, pending the eruption of a tooth, 
an already existing eczema is apt to be aggravated, and to 
take on a more angry and inflammatory character. I 
have seen this happen too often in eczematous babies 
who have been under treatment in the wards to have any 
doubt on the subject. In the same way, any disorder of 
digestion may intensify an eczema temporarily, and the 
flushing of the face after meals which is so familiar a phe- 
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nomenon in dyspepsia gives a key to tke understanding of 
how this may be. 

If the views I have expressed be correct, you will not 
expect much from general or iutomal r02310dies in 
the treatment of the eczema of childhood. By all means 
correct any error in feeding which you may detect ; if there 
be constipation, administer saline aperients, and if the 
motions are ill-digested and unhealthy, try rhubarb and 
soda. Such recommendations are obvious. There remain 
three drugs that are said to be useful. Citrate of potash is 
often administered in those cases under some vague impre.s- 
sion that it is ‘ cooling ’ to the blood. I can only say that 
I have tried it fairly diligently, and am not sure that it 
exerts any beneficial elTcct Guaiacum h.as been recom- 
mended by Dr. Eustace Smith. It is given in the form of 
the tincture in doses of 10 minims three times a day. It is 
said to take the ‘ fieriness ’ out of an eczema, but although 
I have often intended to try it I have never done so yet. 
Quinine is said to exert a favourable effect in some case."). 
It is given in doses of 1 J grains for every year of the child’.s 
age once a day. Euquininc — which is tastelo 3 ,s — ^is the best 
form in which to exhibit it. 

When all is said and done, however, it is upon persi-stent 
local treatment that you must chiefly roly. The first 
step is to clear away all ddbxis and get a fair field for your 
remedies. Crusts should be removed by the use of boracic 
starch poultices* or by soaldng with oil. When softened by 
one of these means, they must all be picked off, so that a 
bare oozing surface is left. So long as the eczema con- 

* Prepared liy mixing 1 teaspoonfnl of boric acid and 1 tablBapoonful 
of cold-water slarcb to a paste with cold water, then addiiTg 1 pint of 
boiling water. The paste should be spread on cotton, covered with miwlin, 
and changed often. 
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tittues to ‘ weep ’ there is no use in applying ointments, for 
they will not stick, and you must depend upon lotions. 
I use one of three — calamine, lead lotion, or black wash. 
By such moans the inflammation can be kept at bay, and 
when it begins to subside, and the eczema assumes a more 
scaly form, you may start to use ointments, of which the 
best, I think, is one containing 6 grains each of resorcin and 
sahoylic acid in an ounce of vaseline. If there be much 
tendency to pus formation, it may be better to use dilute 
white precipitate ointment at first. If stronger remedies 
cannot be borne, \ drachm of oleate of zinc in an ounce of 
cold cream forms a good soothing application. The oint- 
ment should be applied on strips of linen covered with a 
mask provided with eye-holes, and fitting tightly over the 
scalp. In order to prevent attempts at scratching, it may 
be necessary at tliis or any stage of an eczema to apply 
light pasteboard splints along the flexor aspects of the 
arms, so that the ha.nds cannot reach the head. 

Care must be taken to protect the face from cold winds 
or sun Virhen the cliild goes out. A red veil is useful for 
these purposes. The sldn should not be washed with soap, 
but bathed with water containing 1 drachm of borax to 
the gallon. 

No matter how careful and thorough your treatment may 
be, you must be prepared for relapses, and, what is more, 
you must prepare the mother for them too. I always make 
it clear when undertaking the treatment of a case of eczema 
in an infant that one must not look for a certain cure, but 
that the condition is likely to persist with ups and downs 
for a long time, possibly until all the teeth are cut. You may 
safely prdmise, however, that it will get W'ell in time, and 
that it wull leave no bad eSects or disfigurement beliind. i 
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SEBOEEH(EIO ECZEMA. 

The term ‘ seborrhoea ’ is a bad one — one of tbe ■worst- 
in dermatology, in fact, which is saying a good deal — ^for 
it naturally suggests an increased production of sebum, 
which does not really take place. It is convenient, however, 
to retain the term ‘ seborrhoeic ’ for that form of eczema 
met with on the scalp and forehead and behind the ears, 
and occasionally also on the upper part of the trunk, which 
is characterized, not by oozing, but by the production of 
greasy, yellowish flakes or scales, which may adhere into a 
brittle crust. If one removes the scales, the underljdng skin 
is found not to be so congested as in ordinary eczema, but 
rather of a pinldsh tint. Seborrhoeic eczema is met with 
both in babies and in older children, and in the former it 
often forms a greasy, yellow layer on the top of the head, 
which the mother is afraid to remove for fear of injuring the 
ContaneUe. Here, again, the first step in treatmen'b is to 
remove the scales or crust. When this has been done (in 
the way already described for ordinary eczema) an ointment 
consisting of 10 grains each of salicylic acid and sulphur, 
with 1 drachm of oxide of zinc, in an ounce of vaseline, 
should be well rubbed in. You will find that it is more 
amenable to treatment than ordinary eczema. 

IMPETIGO. 

Impetigo contagiosa is a frequent afleotion of the skin in 
childhood. It is commonest in children of school age, and, 
as the name implies, is conveyed from one to the other by 
direct contact, being due, as you know, to local infection 
with pyogenic organisms. It most commonly affects the 
face, especially in the neighbourhood of the mouth, and you 
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may easily tecognize it by tbe yellow crusts, wbicli have a 
curious look of having been stuck on artificially. Its 
treatment is as simple as it is satisfactory. You have 
merely to remove all the crusts in the same way as you do 
in eczema, and then to rub into the raw surface which is left 
a little weak antiseptic ointment. There is nothing better 
than white precipitate — 6 grains to the ounce — of which a 
little should be well rubbed in frequ&ndy throughout the 
day. Under this plan the disease quickly disappears. 

■DKTIOAEIA. 

Nettle-rash, in one form or another, is one of the com- 
monest of the minor ailments met with in the nursery, and 
everyone who has ever been stung by a nettle is familisur 
with the appearance which it presents in its simplest and 
uncomplicated form. Often, however, one finds that upon 
the top of the weal there arises a papule which persists 
after the subsidence of the original eruption, and to this 
form the term licliesi rirt-lcat'ClS is applied. The term 
is justified, for the papules so formed have the typical flat, 
polished-looking apex characteristic of the papules of lichen. 
Sometimes little vesicles form on the top of them, and 
these may even go on to form pustules. Add to these 
some scattered weals and the secondary lesions and infec- 
tions which result from scratching, and you will readily 
understand that in its fully-developed form lichen urticatus 
may present rather a complicated picture. Now, there is 
another disease which may present an exactly similar 
picture, and that is scabies. For my own part, I confess 
my inability — ^in many cases, at least — ^to diagnose lichen 
urticatus 'from scabies merely by looking at it. For you 
must remember that scabies as it occurs in children has by 
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no means the characteristic distribution which it manifests 
in the adult ; on the contrary, it is often quite a generalized 
eruption. In addition to this, both lichen urticatus and 
scabies cause great itching, especially at night, so that the 
mimicry of the one by the other is almost complete. How, 
then, are you to distinguish between them ? By attention 
to two points. Lichen urticatus is a disease of much longer 
duration than scabies : the life-history of the former covers 
months or years, that of the latter days or weeks. Secondly, 
scabies rarely affects but one child in a family, for before 
long another is almost sure to become infected. Should you 
still be in doubt, the therapeutic test will settle the point. 
Under a few sulphur baths (1 ounce of potassa srdphurata 
to 7 gallons of warm water), or the inunction of weak 
sulphur ointment (equal parts of stdphur and zinc oint- 
ments), or the application of equal parts of balsam of Peru 
and glycerine, scabies will quickly disappear ; lichen urti- 
catus will not. 

This leads me to speak of the tre^tmout of nottle- 
rasll in general, and at the outset I would remark that this 
is by no means an easy matter. Only too often you will 
find that the disease persists, with longer or shorter inter- 
missions, for a long time, although, like eczema, it tends to 
disappear spontaneously about the end of the third year of 
life. I would advise you not to listen too readily to those who 
say that nettle-rash is always due to some disorder of diges- 
tion. Just as in the case of eczema, so here I have often 
found that there is really nothing to criticize in the food that 
is given or in the way in which it is digested, although I 
admit that in a few cases improvement will result ^jrom the 
use of the same general measures and internal remedies 
as were recommended in eczema. Aperients, rhubarb and 
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soda, quinine, and ichtliyol, all have their place, but, on the 
whole, you have to depend chiefly on local treatment. Nor 
is this at all sure to be successful ; often all that you can do 
is to relieve itching, and it is not always possible to effect 
even that. Avoidance of things which irritate the sMn is 
of the first importance. Warm baths, for instance, may 
have to be interdicted, and in these cases at least the gener- 
ally salutary rule of ‘ flannel next the skin ’ must be broken. 
Silk is the best material for the under-garments and. night- 
dress, or, if silk be too expensive, linen. By attention to this 
point, I have sometimes cured cases in which all the ordinary 
remedies had been tried in vain. For the relief of itching 
many applications have been recommended. The following 
ointment is often efiS-cacious ; 

/3-naphtliol . . . . . . . . gr. xvL 

Zinci oxidi . . . . . . . . 5i. 

Ung. simplicis . . . . . . , . 5i. 

This must be rubbed in all over the body at night. On the 
whole, however, there is nothing better than tar (equal 
parts of tar ointment and diachylon ointment), the only 
drawback to which is that it is dirty. A tar lotion (liq. 
piois carbonis, 1 drachm to a pint of water) is cleaner, but 
not, I think, quite so efficacious. A weak carbolic lotion 
(1 in 40) sometimes axiiswers, but I am always rather chary 
of applying carbolic acid over large areas in young cluldren. 

It may also form an ingredient of other lotions, as, for 
example : 


Acidi carbol. 

« • 

. . 5ss. 

Calamin. prep. . . 

* • 

. - 5ih’. 

Cret. prep. 

• - 

.. 5i-s3. 

Glycerini 

. . 

.. 3i*ss. 

Aqnam 

• • 

. . ad 3vi- 


To be painted on at night after ivashing with a menthol soap- 
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By the use of such means as these you may at least hope 
to alleSdate the worst symptoms of the disease, but more 
than this it is often not in one’s power to do. When all else 
has failed, however, never omit to try the effect of a change 
of air, which will often succeed — ^temporarily, at least — 
when local applications prove of no avail. 

EBYTHEMATA. 

Putting aside the purely fugitive forms, erythemata tend to 
occur especially after the period of infancy, and you should 
always suspect an association of them with rheumatism. 
The commonest form is erytliema nodosum, which 
occurs, as you know, chiefly on the legs, but occasionally on 
the arms as well, in the form of roundish, raised, and 
slightly tender blotches of a purplish colour, passing as they 
fade away through all the colours of a bruise. The only 
thing for which you may mistake it is the eruption which 
results from the bites of mosquitoes (met with even in this 
country), which may simulate a local outbreak of erythema 
nodosum very closely indeed. If you are aware of this 
source of fallacy, however, you are not likely to be misled 
by it. 

The other form of erythema (rheumatic erythema, 
or peliosis rheumatica) is met with in the neighbourhood of 
a joint (which is usually rather swollen and tender), and 
forms a large area, dusky red and rather hot, with more or 
less haemorrhagic exudation. It is much rarer than ery- 
thema nodosum, and is accompanied by more constitutional 
disturbance. In the treatment of both forms the only 
thing to be done is to put the child in bed. If you do this, 
the eruption very quickly fades. Salicylates «nay be 
given, but more as a preventive of other rheumatic mani- 
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festations tLan for the erythema itself, for I doubt very 
much whether the skin eruption is in any way affected by 
their administration. 


SWEAT BASHES. 

Rashes fcom excessive sweating are often met with in 
babies who are rather overclad, and especially, of course, 
in hot weather. I think their commonest distribution is 
over the base of the neck and upper part of the front of the 
chest. They consist of tiny vesicles (sudamina), often upon 
a basis of intertrigo. Sometimes they go on to form minute 
pustules, and when inffamed the eruption is spoken of by 
some writers as ‘ strophulus but as this term is also used 
by some to mean lichen urticatus, it is ambiguous, and is 
best avoided. The ’breaitsmen't of a sweat rash is the 
same as the local treatment of intertrigo. 

Of psoriasis, which is certainly a fairly common skin 
disease in children, I do not propose to speak, for its 
management differs in no respect from that of the same 
disease as met with in adults. Nor shall I say anjd^hing of 
ringworm or alopecia, for I have nothing to add to what 
you will already find on these subjects in any textbook. 
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Cells, blood, 317, 319, 322 
Cerebral palsy, 2GS, 284 
Cerebro-spinal meningitis, 294 
Chapman’s Whole Flour, composi- 
tion of, 49 

Cheadle {W. B.) on rheumatic 
nodules, 209 

elicit ine Infants’ and Maltose 
Foods, composition of, 47, 49 
Choltine Infants’ Food, composi- 
tion of, 49 

Chest, abnormal sounds in, 12 
percussion of, 13 
shape of, 7, 217 
Chill and diarrhoea, 80, 99 
and dysiicpsia, 181 
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Chill and rheumatism, 214 
Chloral in nervous diseases, 242, 
254 

in tetanus neonatorum, 24 
Chloroma, 176, 331 
Chlorosis, 322 

rickets and, 323 
Chorea, 238 

and rheumatism, 212 
and tics, 263 
Chvostek’s sign, 239 
Citrate of potash in eczema, 407 
Citrated milk, 39 
Cleft-palate and marasmus, 121 
Clinical examination, 1 
Cod -liver oil, 160 

in rickets, 166 
in syphilis, 133 
Colic, 360, 368 

ill bottle-fed infants, 60 
causes of, 06 
constipation and, 103 
treatment of, 58 
Colitis, ileo-, 99 

treatment of, 100 
Collapse in diarrhoea, 90, 94 
Colman ( F7. /S'.) on ‘ syphilitic wig,* 
128 

Colon, dilatation of, 107 

•washing out, in diarrhoea, 92 
Condensed milk, 37 

successful feeding -with, 
39 

Configuration, peculiarities of, 7 
Congenital abnormalities of blood, 
321 

aphasia, 300 
cyanosis, 322 
intestinal atony, 104 
lar^pigeal stridor, 224, 242 
obliteration of bile-ducts, 303 
pyloric obstruction, 66 
syphilis, 126 

wasting in, 340 

Consanguinity and mental de- 
ficiency, 311 

Constipation in breast-fed infants, 
59 

chronic, 102 

consequences of, 106 


Constipation, chronic, mental de- 
ficiency and, 105 
spasmodic, 104 
treatment of, lOS 
in later childhood, 113 
results of, 115 
treatment of, 110 
and night terrors, 257 
in pyloric stenosis, 70 
Convulsions, causes of, 68 
in constipation, lOS 
idiopathic, 250 
rickets and, 252 
salaam, 247 
symptomatic, 251 
treatment of, 253 
Coombs's Malted Pood, composi- 
tion of, 40 

Corpuscles, proportion of, 317 
Cough in adenoids, 382 
significance of, 344 
spasmodic, 141 
Coiiits on convulsions, 253 
Craniotomy, 312 
‘ Cranio-tabes,* 123 
Cream, 160 

value of, 38, 42 

Creighton {S , ) on cardiac sounds, 12 
Creosote inhalation, 223, 227 
in tuberculosis, 150 
Cretinism, 104, 303, 310, 313 
Croup, 219 

laryngisnms stridulus and, 24 1 
Croupy respiration, 358 
Crowley on operation for adenoids, 
399 

Crying expands the lungs, 10 
Curd, cause of colic, 60 
Cyanosis, congenital, 322 

Dactylitis in congenital syphilis, 
130 

Deaf -mutism, 351 
Dentition, first, 44 

second, dysjoopsias f^f, 179 
Dermatitis, exfoliative, 2U 
Desiccated milk, 39 
Diarrhoea, bacillus of, 85* 
in bottlo-fed children, 33 
causes of, 84 
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Diarrhoea, character of motions 
in, 88 

dyspepsia and, 185 
epidemic, 85 
lienteric, 185, 187 
symptoms of, 87, SO 
treatment of, 91 
varieties of, 86 
■weanii^ as a cause of 51 
Diastased Parina, composition of, 
48 

Diet in dyspepsia, 191 
in rickets, 162 
in scurvy, 175, 178 
from nine to twelve months, 
62 ; from twelve months to 
three years, 63. See also 
leading and Foods 
Digestibility of condensed milk, 89 
of cow’s milk, 33 
of peptonized milk, 40 
of starchy food, 61 
Digestive disorders of infancy, 55 
disturbance and breast milk, 
33 

See also Dyspepsia 
Dill-water in colic, 68 
Dilution of milk, 33 
Diphtheria and croup, 358 
laryngeal, 221 
paralysis after, 279 
Diplegia, 271 
Dover’s powder, 194, 273 
Doten {Lang^on) on mongolism, 314 
Dried human milk, 40 
Drug eruptions, 402 
Drugs in abdominal pain, 372 
in constipation, 110 
for diarrhoea, 96 
iu dyspepsia, 191 
in gastric catarrh, 182 
Duodenum and the pylorus, 76 
Dust, danger of, 137, 148 
Dyspepsia, 179 
acute, 180 
adenoids and, 391 
aperients in, 192 
‘ bili 9 Ufl attacks ’ and, 181 
causes of, 180 

clinical characteristics, 184 


Dyspepsia, diagnosis of, 190 
diet in, 191 
drugs in, 191 
gastric catarrh, 182 
mucous disease and, 183 
pathology of, 188 
treatment, 191 
wasting in, 122, 340 
Dysphagia, 373 

Ear, examination of, 15 

middle, infiammation of, 348 
disease of, 280, 2S9 
Earache, 361 
Eczema, 405 

causes of, 406 
relapses in, 408 
treatment of, 407 
Egg, white of, with whey, 42 
Eggs in rickets, 1G6 
Emaciation in pyloric stenosis, 71 
Empyema, latent, wasting in, 340 
Endocarditis, 209 
Enemata in constipation, 1 10 
Enuresis, 258 
Epilepsy, 3 OS 

convulsions and, 250 
Epiphyses, enlargement of, 155 
Epiphysitis in congenital syphilis, 
131 

and scurvy, 175 
Erb’s paral^^sis, 277, 2S5 
Erythemata, 413 

and rheumatism, 2 1 1 
Examination, clinical, 1 
methods of, 4 
physical, 5 
systematic, 16 
Expression, facial, 6 
Extremities iu scurvy, 171 
Eye, examination of, 15 

in mental deficiency, 304 
See also Nystagmus 

Facial expression, 6, 301 
irritability, 239 
paralysis, 280 
Facies of disease, 6 
Feeces. See Stools 
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Fairchild’s Peptogenic Milk Pow- 
der, 39 

Farina, diastased, 48 
Fat in rickets, 162 
Feeding, artificial, 30 
coBc and, 59 
in diarrhoea, 91 
in marasmus, 121 
in pyloric stenosis, 76 
time and quantity, 34, 35 
See also Diet and Foods 
‘ Fcrroloum,' 334 

Fever, inanition, in newly-born, 
21 

Fevors, infective, and anaemia, 324 
specific, pyrexia in, 346 
Fits and spastic paralysis, 272 
See also Convulsions 
Fluids important for children, 63, 
117 

Fontanelle, closure of, 18 
Food, pain after, 187 
Foods, infant, composition of, 
46-49 

patent, tables of, 45-49 
suitable from twelve months 
to three years, 53 
Foreign bodies, 360 
Formalin in tetanus neonatorum, 
24 

Frame Food Diet, composition of, 
49 

Fruit juice in scurvy, 178 
value of, 45 

Fundus oculi, examination of, 15 

‘ Gastric fever,’ 183 
Gastritis, acute, 347 

and croupous pneumonia, 232 
and meningitis, 289 
‘ Geographical tongue,’ l$6 
(dands, diseases of, 331 
Glaxo, 39 

composition of, 47 
Qlisson on rickets, 163 
Gonorrhoeal sopticsemia in newly- 
born, 25 

Gowers {8ir W.) on convulsions, 
251 

Grape juice, 45 


Gray powder in congenital syphilis, 
131 

ofieots of, 41, 42 

Great Ormond Street Hospital, 
statistics on tuberculosis, 130, 
144 

Green stools, 88, 95 

* Growing pains,’ 207 
Guaiacum in eczema, 407 
Gums in scurvy, 172, 175, 176 

Habit spasm, 203 
Hsematomesis, 377 
in newly-born, 26 
Kiematuria, 172 , 35G 
Haemoglobin, proportion of, 317 
Haemophilia and purpura, 337 
Hsomorrhages in scurvy, 173, 176 
Haemorrhagic disease in the newly- 
born, 25 
treat incjut of, 27 

Hair, condition of, in syphilis, 128 
downy, and tuboi'culosis, 140 
Head, characteristic, in rickets, 163 
circumference of, 17 
nodding, 245 
palpation of, 8 
size of, 7 

* Head retraction ’ in meningitis, 

287, 295 

Headache, causes of, 355 
in dyspepsia, 194 
Heart, auscultation of, 12 

‘ carditis,’ rhouinatic, 210 
murmurs, 13 

after rhouiuatisiu, 211 
rheumatism, 205, 208, 210 
sounds of, 12 
valvular disease of, 209 
Heidelberg Hospital, statistics, 151 
Height of the child, IG 
Heinhardt’s Soluble Food, com- 
position of, 48 
Hemiplegia, 271 
Henoch’s purpura, 336 
Heredity, infiuence of, 5 
nervous, 237 
in i-heumatisni. 203 
Hernia and chronic const ipaiion, 
107 
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Hip disease, pain in, 367 
Hirsclisprung's disease, 107 
History, previous, 4 
Hodgkin’s disease, 333 
Horliok’s Malted Milk, composi- 
tion of , 46 

Ho vis Foods, composition of, 47, 
49, 50 

Hydrocephalus, 8. 307 
and rickets, 163 

Hydrochloric acid in vomiting, 
67 

Hypersesthesia, paralysis, and 
scurvy, 175, 276 
Hyperpyrexia in marasmus, 126 
Hysteria and anorexia, 378 
Hysterical cough, 346 
paralyses, 282 

Icterus neonatorum, 22, 363 
Idiocy, 298, 308 

See also Mental reficienc7j 
Idioglossia, 300 
Iloo-colitis, 99 
Imbecility, eclamptic, 308 
Impetigo, 409 

Inanition fever in nowly-born, 21 
Incontinence, nocturnal, 258 
of stools, 262 
Inco-ordination, 239, 246 
Indigestion, See Dysjpe'psia 
Infantilism, 104 

Infective diseases in the newly- 
born, 23 

Inhalation in bronchitis, 227 
iu laryngitis, 223 

Injections, subcutaneous, in diar- 
rhoBa, 93 

Inspection, value of, 0 
Intertrigo, 403 
Intestinal atony, 104 

putrefaction and diarrhoea, 
94, 9i> 

secretions, defective, J04 
Intestine, ulceration of, 147 
Intussusception, diagnosis of, 100 
Iodoform ointment in tubercu- 
losis, 150 

Ipecacuanha in laryngitis, 222 
Iron in anaemia, 334 


Iron in dyspepsia, 193 
iodide of, 150 

Jaundice, 363 

Jenner (Sir TF.) on infantile tuber- 
culosis, 148 
on rickets, 154, 157 
Jews, amaurosis amongst, 310 
Jointe, pain in, in rheumatism, 207 
Juice. See Fruit 

Kernig’s sign, 15 
Kidney, haemorrhage from, 177 
pain in, 67 
sarcoma of, 367* 362 
Knee-jerks, 14 

liaeh (L.) on laryngeal stridor, 243 
Lalling, 300 

Laryngismus stridulus, 224, 240, 
359 

Laryngitis, catarrhal, 220, 223, 
358 

Larynx, catarrh of, 221 
dii)htheria of, 221 
diseases of, 210 
papilloma of, 224, 369 
spasm of, 221 

treatment of, 223 
Lavage of colon, 92 

of stomach, 63, 76, 92 
Leukaemia, 176 

chief forms of, 329 
Lichen urticatus, 410 
Ligaments, laxity of, in rickets, 
159 

‘ Lime theory ' in rickets, 161 
Lime-water in colic, 59 
as diluent, 34 
Little's disease, 273 
Liver, cirrhosis of, 304 
raritj’- of, 146 
sluggish, 117 . 
syphilis of, 363 

Lumbar puncture in moningiti^i, 
290, 297 

Lungs, auscultation of, 10 

collapse of, in newly -born, 21 
moist sounds in, 141 
tuberculosis of, 137, 139 
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Lymphatic system, tuberculosis 
of, 136 

Male fern in tape-worms, 196 
Manhu Infant Pood, composition 
of, 47 

Marasmus, 184, 190 

alimentary canal and, 123 
in chronic constipation, 106 
fatal case of, 43 
feeding in, 121 
indigestion in, 122 
organic disease in, 122, 340 
pathology of, 124 
post-mortem appearances in, 
123 

teats as cause, 121 
treatment of, 125 
Margate and tuberculosis, 149 
Marrow, red, extent of, 319 
Massage in constipation, 110 
Meals, composition of, from nine 
months to three years, 52- 
54 

hurrying after, 369 
Measles, 347 

Mellin's Food, composition of. 47 
value of, 42, 50 
Meningitis, 286, 361 
cerebro-spiaal, 288 
differential diagnosis of, 290 
diseases simulating, 288 
lumbar puncture in, 290, 297 
pneumonia and, 233 
posterior basic, 294, 296 
symptoms of, 287, 295 
tuberculous, 292 
treatment of, 206 
varieties of, 291 

Mental deficiency, 104, 298, 308 
amaurotic, 309 
causes of, 310 
classification of cases, 303 
co-ordiuatod movements 
and, 300 
diagnosis of, 299 
groups of, 303 
hydrocephaly in, 307 
microcephaly in, 30G 
physical stigmata, 302 
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Mental deficiency, prognosis of, 
313 

signs of, 57 
treatment of, 315 
dulness and adenoids, 392 
impairment in paralysis, 271 
Mercury in congenital syphilis, 131 
liniment of, in tuberculosis, 
150 

Microcephaly, 306 
Milk, boiling of, 36, 86 

breast, and loss of weight, 32 
chemical analj^sis of, 34 
citrated and desiccated, 39 
condensed, and scurvy, 172 
use of, 37 

cow’s, digestibility of, 33 
dilution of, 33, 36 
human, dried, 40 

substitutes for, 33 
peptonized, 39 
in pyloric stenosis, 77 
in rickets, 165 
tuberculous, 137 
Milo Food, composition of, 47 
Mitral valve, rheumatic nodules 
of, 211 

31oney (A.) on ‘ vaso-motor epi- 
lepsy,’ 185 
Mongolism, 305, 313 
causes of, 312 
Mortality of diarrhoea, 84 
infantile, 2 

of pyloric stenosis, 79 
Moseley’s Food, composition of, 49 
Motions, See Stools 
Motor paralysis, 14 
Mouth, examination of, 10 
in scurvy, 176 

Movements, co-ordinated, 300 
Mucus in the alimentary canal, 
183, 188 
in vomit, 70, 7 G 

Mucous disease and d^^spepsia, 183, 
188 

Muffier’s Food, composition of, 
47 

Murmurs, cardiac, 13 
Muscles, paralyses of, 281 
Muscular rheumatism, 207 
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Myelitis, compression, 273 
Myopathies, 281 

Neave’s Food, composition of, 49 
Neck, veins in, 142 
Nervous diseases and convulsions, 
253 

rheumatism and rickets 
and, 238 

Nervous system, diseases of, 14 
instability of, 237 
Nettle-rash, 411 
Neuritis, multiple, 279 
Newly-born, diseases of, 20 
cutaneous, 28 
haemorrhagic, 26 
infective, 23 
treatment of, 24, 27 
Night terrors, 188, 265 

adenoids and, 257 
causes of, 266 
treatment of, 267 
Nitrate of silver in diarrhoea, 96 
to urethra, 261 
Nodules, rheumatic, 20S 
Nose, douching up, in adenoids, 
398 

Nutrition, induence of, 5 
Nystagmus, 246 

Ointments in eczema, 407, 412 
Omphalitis, 23 

Opium in abdominal pain, 372 
administration of, 96, 99 
in colic, 62 

in pyloric stenosis, 78 
Orange juice, 45 
Orbit, diseases of, 176 
Osteo-myelitis, 349 
Osteotomy in late rickets, 168 
Overfeeding in breast-fed infants, 
69 

Oxyuria. See Thread-wor'tns 

Pain, abdominal, 365 

treatment of, 371 
after faod, 187 

Palate, clefts and dysphagia, 374 
paralysis of, 374 
Pallor, fits of, in dyspepsia, 186 


Palpation, 8 

Papilloma, laryngeal, 224 
Paralysis, birth, 268, 277 
diphtheritic, 279 
facial, 280 
hysterical, 282 
infantile, 273 
motor, 14 
muscular, 267, 281 
pscudo-hypcrtropliic, 281 
rheumatic, 267 
scorbutic, 266 
syphilitic, 265 
scurvy and, 175 
spastic, 268, 284 

complications of, 271 
treatment of, 283 
true, 267 
walking and, 353 
Paraplegia, Pott's, 272, 284 
Parasitic rashes, 402 
patent foods and scurvy, 172 
tables of 45-49 

Pathological processes, tendency 
of, 2 

Pavor diurnus, 258 
nocturnes, 255 
causes and treatment, 257 
Pemphigus neonatorum, 28 
Peppermint- water in colic, 58 
Peptonized milk, 39 

successful fcecliug with, 
40 

Percussion, 13 
Periostitis and scurvy, 174 
Peristalsis, gastric, visible, 71 
Peritoneal effusion and tuber- 
culosis, 146 

Peritonitis, tuberculous, 362 
Pharynx, abscess of, 359 
Phimosis as a cause of screaming, 
57 

Physical examination, 5 

stigmata in mental deficiency, 
302, 304 
‘ Pica,' 184 
Pleural effusion, 235 
Pleurisy, abdominal pain iiC 
366 

rheumatic, 213 
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Pneumonia, 347 
broncho-, 229 
complications of, 235 
croupous, 232 
differential diagnosis, 230 
drugs in, 234 
meningitis and, 289 
treatment, 233 

Polioencephalitis, acute, and men- 
ingitis, 289 

Poliomyelitis, anterior, 275 
Position, erect, assumption of, 18 
Posture for auscultation, 10 
Potato in scurvy, 178 
Pottos paraplegia, 272, 284 
Poultices in bronchitis, 228 
Pregnancy, health during, 311 
late, and Mongolism, 312 
Proteins in rickets, 1G2 
Pseudo-leukaeinia infantum, 327 
Pseudo-paralysis, 14, 205 
‘ Puerile breathing,* 11 
Pulmonary sounds, 12 
Pulse, 13 

Purgatives in diarrhoea, 94 
‘ Purgen ’ in constipation, 112 
Purpura in the newly-born, 25 
Purpuras, 335 

treatment of, 337 
Pyelitis, acute, pyrexia in, 350 
Pylorus, obstruction of, congeni- 
tal, 66, 68 

operative treatment of, 
81 

pathology of, 73 
physical signs, 71 
spasm of, 74 
symptoms, 68 
treatment, 76 
I'^TTOxia, 346 

intermittont, IIG 
in tuberculosis, 140 

Prashos, 8 

Bectal feeding in pyloric stenosis, 
78 

Rectum, prolapse of, 107 
Reflexes, superficial, 15 
Renal colic, 67 

Respiration and adenoids, 383 
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Respiration, character of, 8, 10, 
11 

croupy, 3oS 
in the nowly-horn, 21 
peculiarities of, 218 
Respiratory diseases, 217 

exercises in adenoids, 308 
movements, S 
rhythm, inversion of , 11 
Rest in purpura, 337 

and rheumatism, 215 
Restlessness in congenital syphilis, 
131 

Rheumatism, 202, 348 

abdominal pain in, 367 
aiic'Bmia and, 325 
cardiac complications in, 205, 
210 

chorea in, 212 
erythema and, 211 
joint pain in, 205, 207 
manifest at ions of. 206 
muscular, 207 
nervous diseases and^ 238 
nodules of, 208 
])aralysiB and, 267 
pleurisy and, 213 
scurvy and, 174 
throat coiniiHcaiions in, 204 
tissues liable to, 215 
treatment of, 215 

chill! for, 203 
walking, late, in, 354 
Rhubarb in constipation, US 
Rhythm, cardiac, 13 
respiratory, J1 

Rickets, bone changes in, 155 
causes of, 153, UK) 
chlorosis and, 322 
convulsions and, 252 
diagnosis of, 8, iC3, 165 
laUi, UivS 

lime theory of, 102 
nervous disc t .cs un<I, 233 
other cuul, 165 

patent foods aud, 50 
scurvy and, 170 
symptoniH of, varrous, 15‘) 
tetany and, 2 \ J 
treat uH'ut of, hi5 
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Rickets, types of, 158 

visceral changes in, 157 
walking and, 353 
Ridge's Food, composition of, 49 
Robb's Biscuits, use of, 51 
Robinson's Groats and Patent 
Barley, composition of, 49 
Round-worm, 197 
Rubber teals and tubes, 35 

Salaam convulsions, 247 
Salivation and mercury, 132 
Santonin in intestinal worms, 198 
Sarcoma of kidney, 357, 362 
of orbit, 176 

Savory and Moore's Food, 42 

composition of, 47 

Scabies, 410 
Scarlet fever, 347 
Scorbutic pseudo-paralysis, 266 
Scott's Oat Flour, composition of, 
49 

Screaming, causes of, 57, 360 
Scurvy, 361 

causes, 36, 172 

clinical characteristics of, 171 
diagnosis of, 174 
haemorrhages in, 173, 356 
pathology of, 173 
periostitis in, 174 
treatment of, 175, ITS 
* Scurvy rickets,’ 170 
Soborrheeio eczema, 409 
Sensory functions, 14 
Septicaemia, general, in newly- 
born, 23 

Serum treatment in tetanus neo- 
natorum, 24 
Silver. See Nitrate 
Skin, condition of, in diarrhoea, 90, 
94 

diseases, 401 

treatment of, 404, 407, 
409, 411,414 

Smith {Eustace), bruit of, 142 
on eczema, 407 
on mupous disease, 183, ISS 
Snuffling in adenoids, 382 
in syphihs, 129 

Soda, bicarbonate of, in colic, 61 


Soda, bicarbonate of, in gastric 
lavage, 76 

citrate of, in colic, 59 
added to milk, 39 
Somnambulism, 258 
Sounds, cardiac and thoracic, 12 
Spasmus nutans, 245 
Spastic paralysis, 268 
Speech, ago of development of, 18 
‘ inability to talk,' 351 
and mental deficiency, 299, 
351 

Spine, caries of, 366 
rickety, 164 

Spleen, enlargement of, in anoomia, 
326 

in other diseases, 328, 
330 

in rickets, 158 
in syphilis, 131 
Stammering, 300 
Starch in the diet, 51 
Starvation, constipation of, 71 
treatment in diarrhrea, 91 
of vomithig, 62 
Stethoscopes, 10 

Still (G. I\) on infantile tu])orcu- 
losis, 136, hi 1 
on Mongolism, 312 
* Stitch in the side,' 3G0 
Stomach, acidity of, elioct of, 75 
cough, 345 
dilatation of, 73, 79 
lavage of, 03, 64, 76 
in diarriima, 92 
pain of gastric origin, 371 
See also Catarrh, rju 'iric, and 
Dyspepsia 

Stomatitis and scurvy, 176 
Stools, character of, 18 
incontinence of, 202 
in diarrhoea, 87, 95 
Stridor, laryngeal, 211), 224, 359 
‘ Styptic 'remedies in biemorrhiigio 
diseases, 28 

Suck, inability to, and marasmus, 
121 

Sugar and dys])epBia, 180 
Sunlight, importance of, 167 
Surgery of tuberculosis, 150 
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Swallowing, difficulty in, 373 
in adenoids, 383 
Sweat rashes, 414 
Symptoms, their diagnostic sig- 
nihcance, 339 
subjective, 6 

Syphilis, congenital, 41, 126 
dactylitis in, 130 
epiphysitis in, 131 
eruption in, 129 
family history in, 127 
marasmus in, 131, 340 
restlessness in, 131 
signs of, 128 
snuffling in, 129 
splenic enlargement m, 
131 

treatment of, 132 
Syphilitic pemphigus, 28 

periostitis and scurvy, 174 
pseudo -paralysis, 265 
‘ Syphilitic wig,’ 128 

‘ Tabes mesenterica,’ 145 
Tania, See Tape-worma 
Talking. See Speech 
Tape-worms, 195 
i'eats cause of marasmus, 121 
Teeth, cutting the, 18 
grinding of, 258 
in scurvy, 172, 175 
See also Dentition 
Temperature, rises of, in newly- 
born, 20 

Tetanus neonatorum, 2i 
Tetany, 244 
Thread-worms, 199 
Throat, diseases of, wasting in, 344 
in dyspepsia, 186 
examination of, 15 
unhealthy, danger of, 204 
Thrombosis, septic, of umbilical 
vessels, 23 

Thymus, diseases of, 331 
enlargement of, 142 
Thyroid treatment, 105 
gland in cretinism, 310 
Tics, 263 

Tissues vulnerable to rheumatism, 
205 


Tongue in dyspepsia, 186 
examination of, 16 
Tongue-tie, 352 
Tonsillitis, 349 

and rheumatism, 213 
Tonsils, enlarged, 351 
Toxic effects in diarrhoea, 90 
Treatment in children, 2 
See also Druga 
Trousseau on laryngitis, 221 
Tubercle bacilli, 137 
Tuberculosis, 135, 236 

abdominal, 98, 143, 149 
diagnosis of, 139 
fibroid form, 236 
generalized, 139, 144, 149 
intestinal ulceration in, 147 
meningitis and, 292 
path of infection in, 137, 141 
pulmonary, 138, 142 
statistics of, 136, 144, 151 
surgery of, 150 
treatment of, 147 
wasting in, 340 

Typhoid fever and meningitis, 288 
pyrexia in, 349 

Umbilical cord, stump of, care of, 
22, 23, 25 

Urinary tract, pain in, 370 
Urine, blood in, 356 

hyperacidity of, 2G0 
Urticaria, 410 

Vicious circle by overfeeding, 69 
Viscera, enlargement of, 3C2 
Visceral changes in rickets, 157 
Vomiting, acute, causes of, 376 
cause and treatment of, 62, 66 
chronic, treatment of, 66 
cyclic, 182, 375 
loss of weight in, 66 
in pyloric stenosis, 69 

Wallc, inability to, 353 
Warmth, application of, in colic, 
61 

* Wasting * disoasca, ^5 

See also Marasmus 

* Water on the brain.’ See Hydro- 

ceplialus 
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Weaning, reasons for early, 32 
■wken to begin, 50 
Weather, influence of, on diarrhoea, 
85 

Weichselbaum’s diplococous, 286 
Weight of the child, 16 

failure to gain, cause of, 36 
loss of, in pyloric stenosis, 70, 
78 

Weight, loss of, significance, 32 
in vomiting. 66, 80 


West {G,) on mental deficiency, 
309 

on methods of examination, 4 
Wot nurses, 31 
Whey in diarrhoea, 92 
preparation of, 42 
W^hooping-cough, 241, 344 
and tuberculosis, 141 
Widal reaction in pyrexia, 350 
Worms, intestinal, 187, 370 
treatment of, 115 


THE END 
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